


ad 


ble 


lar 


as 
py 
rd 
am 
dy 


as 


Marca 15, 1941 


THE LANCET 


Offices: 7, ADAM STREET, ADELPHI, W.O.2. 


Telegrams: LANCET, RAND, LONDON. 


Telephone: TEMPLE Bar 7228 and 7229. 





No. XI. or Vor. I., 1941. 
No. 6133. Vou. COXL. 


LONDON, SATURDAY, R 
Founded 1833. PUBLISHED WEEKLY. aloes = z Po aN eS beceiption : 


Pp. 88—Price 1s. 
broad € Is. 





()*FORD MEDICAL PUBLICATIONS 


Sree Pace 2 


NATOMY IN THE LIVING MODEL. 
By DAVID WATERSTON, M.A., M.D., 
F.R.O.8.E., F.R.S.E., 


Bute Professor of Anatomy at the University of St. Andrews. 

276 pages. 74 Illustrations. 16 Col i ured P’ . Price 15s. net ; 
postage 9 

bis can be read and nent f 4 hy, the student, general 

practitioner, the surgeon and ph 

—SrT. re Hosp. Jour. 
Hodder & Stonghton * 1a. 50. Warwick-square, E.0.4. 
Free to the Medi mest. Cloth bound Ed. és. 


RTIFICIAL “LI BS. 
“SOLVITUR AMBULANDO.” 
A Symposium on Prosthetic Achievement. 
. 72. 37 Coloured Plates. 
“I congratulate you on this interesting, instructive, and 
artistic juction. I consider it to be a very great addition 
to my library.”—M.B., Ch.B., 5% 8. 
J, BE. Hanger & Co., Ltd., 7, Roehampton House, 
Reeham 


pton. 8.W.15. 

Pp. 338 + xii. 128. 6d. net 
INTRODUCTION TO 

ISEASES OF THE CHEST. 


By JAMES MAXWELL, me (Lond.), F.R O.P. (Lond.). 
Hodder& Stoughton Warwick-square, B.0.4. 


TD) BEASES OF THE “THYROLD _ AD. 
OLL, M. om Be Se., F. RCS. 8. Cing.)- 
By CECIL & J Fall, Tl . £3 Ss, nes. 


Crown 4 
“‘ Mr. Joll has Me fellow practition ners and studente 
with a monumental volume. oo ae need not trouble to search 
the literature published up to the time this volume went to 


press, for they will find e Overy Dies suigvent wie 
Se res 


William Heinemann | toms 
Bay 


BLEM», oT 
NESTHESIA 
IN GENERAL PRAOCTIOE 





Late Hon. Anmethetist, South London Hospital ; late, Clinical 
0 ra; ose, and Throat De; en! jueen's Hosp 
for Children ; Hon. Medical Officer, Kingston'V ctoria Hospital, 


Demy 8vo. 7s. 6d. net (postage extra). 158 + vi pages. 
Hodder & Stoughton Ltd.. 20, Warwick-square. E.0.4. 
Tos CLINICAL INTERPRELALION OF ALDS 
TO DIAGNOSIS. 


Vols. ITand II. Price 10s. 6d. each. Postage extra. 
Volume I. a Each of the 45 ‘Sections included in the book is 
contributed by an experienced worker. . . 


“We may ~~ that the success th 
volume is here re —BRITISH M«pDICcaL oJounnal. 
“ Ph | surgeons cé ‘cannot afford to omit the knowledge 
here outlined. . GHAM MEDICAL REVIEW. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 





4th Ed., fully revised, 954 pp., 930 Illustrations. 
FMERGENCY SURGERY. _ 63z. net; postage 94. 
By HAMILTON BAILEY, F.R.O.S.(Eng.) 
Bristol: John Wright & Sons Ltd. London: Simpkin Marshall Ltd. 


p®OGNoOsSis. VOLS. ONE anp TWO 


Price 10s. 6d. each net (postage 7d. each extra). 


Compa anion Volumes to the « Modern Technique in Treatment” and 
“* Clinical Interpretation of Aids to * Series. 


The 124 articles of the series have been collected in book form 
in two volumes, which are fully indexed under titles, qemhese, 
and broadly classified into groups to facilitate quick reference 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 


H K. LEWIS & Co. Ltd. 
-~ Medical Publishers and Booksellers 


TEXTBOOKS AND STANDARD WORKS IN THE 
MEDICAL AND GENERAL SCIENCES 


Prompt attention to orders from 
Medical Officers in the Forces 


MEDICAL AND SCIENTIFIC LENDING LIBRARY 


Annual Subscription from One Guinea 


Prospectus post free on application 


THE LIBRARY CATALOGUE, revised to December, 1937 ; 
containing classified Index of Authors and Subjects 
Demy 8vo 16s. net; postage 6d. To Subscribers, 8s. net 


H.K. LEWIS & CO. LTD., PUBLISHERS & BOOKSELLERS, 
136 Gower Street, London, W.C.1 Telephone : EUSton 4282 
Second Edition. Pp. 190 + viii. 6s. net. Recently Published. 


RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, DSc., Ph.D. 
The Lancet Limited, 7 Adam-street, Adelphi, London, W.C.2. 


ADIOTHERAPY a THE DISEASES OF 






—_WO 
By Matcotm Do Petry .), F.R.C.S. (Eng.), 
Physician Accou itl ents, St. Bartholo- 
a Hospital ; arp os ero e-pats Royal Northern 
Ba 


Demy ove. ee i) sion te the Te the tiny Tf 8 Plates, 
be mniy 2 ‘WA See mibe 
A® AYL BUR X GB ROADSIDE 


Now Ready. From all Booksellers. Price 3d. 
Setting out, from the medical standpoint, the grounds, 
social, economic and physiological, for the immediate 
grant of family allowances on a4 national scale. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 








J. & A.C. * “Ghree New Books * J. & A. C. 
A SHORT TEXTBOOK A TEXTBOOK resneuaianoe 
OF nwirEsy OF SURGICAL 
Siemens. Gatwouogy PROBLEMS 
Assistant : Surgeon, Guy’ s Hospital. By C. F. rs ILL INGWORTH, M.D., 


New(2nd) Edition. 194 Illustrations. 18s. 


“The author and publishers deserve the 
greatest possible praise for this work, which is 
of @ practical character, illustrated by excellent 
photomicrographs and ‘line drawings . . . is 
undoubtedly one of the best books available on 
the subject of modern midwifery 


New (4th) Edition. 








—TuHe Pr ACTITIONER, 





F.R.C.S.Bd,, and 
B: M. DICK, M.B., ’F.R.C.S.Ed, 
300 Tilustrations. 38s. 
“* This book is the best English text-book on 
Surgical Pathology and students and practi- 


tioners alike will find it a most useful volume.”’ 
—THeE MEDICAL Press AND CIRCULAR, 


* J. & A. CHURCHILL LTD. 104 Gloucester Place LONDON W.! 


Past President of the Society “of Medical 
Officers of Health. 


10s. 6d. 


‘This book is one that every sanilary 
PRR. i 4 every doctor engaged in public 
health work, as well as architects, builders 
and members of public health committees 
might read with adva ~~ 

—Tue Times LITERARY SUPPLEMENT, 


ow SSS! 








THE LANCET,] 


THE LANCET GENERAL ADVERTISER 





(Marcu 15, 1941 





——— 


—— 


——— TO 


~— 
=< 


~~ 


= 


———SS— 


—- ~ 
——<$ 


— 


—— === 


————e 


SS 


== 






—— 


— 


——=—=!} 


— 


S 


NNO 
——Z 


SSS 


—_— 
NBS 
; g 
y 
) 
/ 
\ 





——— 
—— SS 


CALSIMIL 


(Calcium Sodium Lactate with Vitamin D) 





The acknowledged subnormal intake of dietary calcium of a large proportion of the 





population is not likely to be entirely corrected by the inclusion of calcium phosphate 


in bread. The deficiency is in some instances accentuated by the shortage of cheese, 


and it is probable that a considerable number of cases which call for an extra-dietary 


supplement of calcium will be found in the ordinary routine of general practice. 


In such cases Calsimil is indicated. Calsimil tablets contain calcium in the form in 


which it is most effectively retained and in combination with the factor essential 


for its absorption — Vitamin D. 


Two or more tablets of Calsimil daily will provide a valuable supplement to the daily 


intake of both calcium and Vitamin D. 


Literature on request 


THE BRITISH DRUG HOUSES LTD. LONDON N.1 


Telephone: Clerkenwell 3000 


Telegrams: Tetradome Telex London 

















A NEW CONTRIBUTION TO SULPHANILAMIDE THERAPY 


A soluble and neutral derivative of 


‘ALBUCID’ 


for intravenous injection supplementing ‘Albucid’ tablets orally 


IN URINARY INFECTIONS 


RAPID AND INTENSIVE EFFECT IN REFRACTORY CASES OF 


GONORRHEA, CYSTITIS, PYELITIS, etc. 
















In conjunctivitis, etc. 
‘ALBUCID’ 
SOLUTION 30% 

may be 
diluted to 2.5% 
for local application 











Boxes of 5 x 5 cc. ampoules of 
30° solution 


MADE IN ENGLAND 
Full particulars on request 


SCHERING LIMITED 


185-192, HIGH HOLBORN, 


LONDON, W.C,1 











Also available shortly 

‘ALBUCID’ 

OINTMENT 2.5% 
for 

local application 

to the eyelids, etc. 

















marco 15, 1941 


THE LANCET 


A JOURNAL OF BRITISH AND FOREIGN MEDICINE, SURGERY, OBSTETRICS, 
PHYSIOLOGY, CHEMISTRY, PHARMACOLOGY, PUBLIC HEALTH, AND NEWS 




















No. 6133 LONDON : SATURDAY, MARCH 15, 1941 CCXL 
THE WHOLE OF THE LITERARY MATTER IN THE LANCET IS COPYRIGHT 
ORIGINAL ARTICLES LEADING ARTICLES LETTERS TO THE EDITOR) OBITUARY 
bar Mepgsiogieal Aponeach FOOT-AND-MOUTH DISEASE 351/ A pundres ( aace of Breech Thomas no ned Bees, P 

0 Menta isorder : . + o = resentation (Prof. F.R.C.P. (with portrait)... 366 
Control of Micturition SS WERE aprons 351 Andrew M. Claye, Claud Dadian Ticehuret, 
Pain Affective D —— a ph asia mae enene es 5 ars — F.R.C.0.G., Dr. Violet |, SRB aids dowesile oss 1 66 
eA a ar | _—— | PYROTHERAPY OF G.P.I... 352 es .25-0%%-000%%% 361) Major John Francis Bourke, 

Can a Treat t ROCKEFELLER STUDENT- Chemotherapy of Cerebro- | L.R.C.P.E. (with portrait). 367 
—Caunes and Trentinen SHIPS ................ 353| spinal Fever (Dr. J. M. 
Sieauine en histry. osy— eS RR RE teat 361) —— 

By "Group Captain bee me 4 in os a ¥ IN ENGLAND NOW 

C. P. SYMONDS, F.R.C.P. 337) ANNOTATIONS MDOCE (Ura. Kieude J. . . 

7 : nares . Ehrenberg and John A. A Running Commentary 
Physical Chemistry of Oils | Radiotherapy in War-time 354, Haugen).............. 361) by | Peripatetic, Corre- . 
Burns—Interfacial Films London Mental Health | Things to Come.......... 362) er re eee ? 

—Cod-liver Oil—Special DONS sailndevecsesce 354 Prevention " Diabetes =a 
Oils Compered with The Green Sickness ...... 354 (Prof. H. P. Himsworth, 
> : 2e6 MEDICAL NEWS 
Tannic Acid. Work in Hot Places...... $65) _FeMOR.) occcccsccccees 362) 
y Davip THOMSON, “sa : The Practitioner: s Place in | University of London..... 367 
“ Treatment f Asphyxia 
M.B., D.P.H., WILLIAM "Neanntorun 2p = y .. 355| A-R.P. (Drs. A, Phillips, | University of Oxford...... 367 
CLAYTON, D.Sc., and ex P. J. Murnane, M. B. Jay, 3 aa 
A. J. HOWARD, B.A. Thombocytopen ......... 356) ana. K. David)....... 362| University of Cambridge... 367 
GP oA onedeldées owe 341) Antituberculosis Work in axg| Injuries to Peripheral Spinal National University of a 
Procaine in the Treatment PEE: & Ui a Peseccc 356 Jerves (Mr. y 3 | Ireland ewe eres eseseees a4 
of pane Injuries. : Coc hrane, F.R.C.8. by . 363) Ansocietice at Industrial ost 
y J. GRIEVE, M.B.... 344 Artificial Shortage of | fed. Officers. ...se+s ‘ 
jee... with Casts not SPECIAL ARTICLES DOD « o0 7605000 00 0¥0 363| Royal yal Soden MB Bekicea: ost 
fusion “= 7"5-  |Industrial Diseases and san Gimord Memende Prise in 
By ALLENB.BRATTON, __| pia one aa phy ERA | Ophthalmology ........ 367 
M.B. (illus.).........- 345 . : PARLIAMENT Socialist Medical Associa- 
| ——-Caisson Disease— é ~ 
Bacillus lactis aerogenes Poisons and Infections— — . ‘ CHO FeScccccccctcscece 370 
infection i Se Newbers. ‘Treatment of Casualties. 357) Notes on woman gio: a0 rk " Hospital Treatment for 
By JEAN M. Cass, M.D. 346) Medicine and the Law: ee: _— ome arg Evacuated Persons... .. 350 
Chronic Hypogranulo- Duodenal Ulcer not an ) 3) ‘ Me " 
cytosis. ide 358 Distribution of Medica | 
" ‘sunita Cites Accident ............. 35 Man - power — Robinson . 
= 848 es | Committee — Scientific NOTICES 
YP 7Tts! | Food Committec—-" |The Middle Case: An 
mevicaL soomtiss | Piciary “of British | "Gnsalved, Problem “in 
. FACULTY OF RADIOLOGISTS : Claims for Injury — By the late Sir Pen- 
REVIEWS OF BOOKS ——— e Radio- os) al po onit h ~ Ms, VARRIER-JONES 368 
I it Control. By therapy in War-time.... 348 nsurance enefits— 
MWB. Hermes, 80.D., ani | ; Disease and one Hew = my yt 350 
BM. Fe GOOG soci cc cccees 350} ee sease and Compensa- * 
, a tion—Inspection of Pelvic Measurement ..... 358 
Hiqit's Ripeasee of Intoncy PUBLIC HEALTH Military = Hospitals— | Wholemeal Enthusiasm... 370 
om wanmott Elnit Deaths from Diabetes. 364| Heart D in You 
He isease ng 
by Prof. L. Ppmets Bok. | From the Anarel Reports : ee ate $70 
Jr. M.D., and Prof. Rustin | Hastings — i Ti aoe mmm EER ESR 
McIntosh, M.D. ........ 350; Bournemouth—Willesden 365 ie 
Medical Reports of John Y. Infectious Disease in Appointments .......... 370) 
Bassett, M.D. Edited by | England and Wales: | Births, Marriages and | Solution of LANCET Cross- : 
Prof. Daniel C. Elkin, M.p. 350 Incidence of Influenza... 364) Deaths ............... STOL.- WEEE cccesctdbbeceeses 370 





“ LANCET ”’ 


WOUND 


WAR PRIMER 


INFECT 


Edited by W. H. OGILVIE 


ION 


Contributors : G. A. H. BUTTLE, M.R.C.S., ROBERT CRUICKSHANK, M.D., LAWRENCE P. GARROD, M.D., 


W. H. OGILVIE, M.Ch., and L. E H. WHITBY, C.V.O., M.D. 


«+++ "a well-timed publication . . . 
study in the Army Medical Corps curriculum "’ 


96 Pages 


Canadian Med. Ass, 


. should . e one of the compulsory books for 
Journal. 


2s 6d. net, plus 3d. postage 








THE LANCET LTD., 


7, 


ADAM STREET, 


ADELPHI, 


W.C.2 

















THE LANCET GENERAL ADVERTISER 





(Marca 15, 1941 



























yea) OXFORD MEDICAL PUBLICATIONS 
ww 


THE PRINCIPLES AND PRACTICE OF 
DIPHTHERIA IMMUNIZATION 


By J. TUDOR LEWIS, M.D., D.P.H. 


Deputy Medical Officer of Health and Deputy School Medical Officer, etc., for the County Borough of Croydon 


Contents include: Wistorical Notes—Significance of Schick Reaction—Factors that determine Antitoxic 
Response to Antigens—Environmental Factors—Diphtheria Prophylactics—Schick Test subsequent to 
Immunization—Alum Precipitated Toxoid—Administrative Considerations—General Organization of Schemes 
and Clinic Routine—Propaganda—Summary and Conclusions—References—Index. 


Pp. 170 13 Illustrations 8s. 6d. net 





A PRACTICAL MANUAL OF DISEASES OF THE CHEST 
By MAURICE DAVIDSON, M.D., F.R.C.P. 


2nd Edition Pp. 590 200 Illustrations 42s. net 
FRACTURES 
By GEORGE PERKINS, M.Ch., F.R.C.S. Pp. 394 401 Illustrations 20s. net 
PHARMACOLOGY 
By J. H. GADDUM, Sc.D., M.R.C.S., L.R.C.P. 
Pp. 417 74 Illustrations 17s. 6d. net 


THE HEALTH AND EFFICIENCY OF MUNITION WORKERS 


By H. M. VERNON, M.D. Pp. 144 15 Illustrations 8s. 6d. net 


DISEASES OF THE NERVOUS SYSTEM 
By W. RUSSELL BRAIN, D.M., F.R.C.P. 
2nd Edition Pp. 970 76 Illustrations 30s. net 


BLOOD TRANSFUSION 
By VICTOR HORSLEY RIDDELL, M.D., F.R.C.S. 
Pp. 384 65 Illustrations (9 in Colour) 21s. net 


TUBERCULOSIS OF BONE AND JOINT 


By G. R. GIRDLESTONE, B.M., F.R.C.S. Pp. 277 217 Illustrations 30s. net 
PULMONARY TUBERCULOSIS . 

By G. G. KAYNE, M.D., M.R.C.P., D.P.H., W. PAGEL, M.D., and the late L. O° SHAUGHNESSY 

Pp. 580 365 Illustrations 42s. net 


VIRUS DISEASES OF MAN 
By C. E. VAN ROOYEN, M.D., and A. J. RHODES, M.B., B.Ch., M.R.C.P.E. 
Pp. 950 59 Illustrations 4 Colour Plates 63s. net 





Oxford University Press 














GROT 








THE LANCET] 
ORIGINAL 


THE NEUROLOGICAL APPROACH TO 
MENTAL DISORDER * 
By C. P. Symonps, D.M. Oxfd, F.R.C.P. 


GROUP CAPTAIN R.A.F. (V.R.); PHYSICIAN FOR NERVOUS DISEASES, 
GUY’S HOSPITAL; PHYSICIAN TO OUTPATIENTS, NATIONAL 
HOSPITAL, QUEEN SQUARE 





TuHat there is an approach to the study of mental 
function by way of neurology would, I suppose, be denied 
by no-one prepared to admit that brain is the organ of 
mind. By implication the brain contains what Hugh- 
lings Jackson called the anatomical substrata of mental 
processes. This does not mean that what may appear 
as mental disorder must be due to disease of the brain. 
We know that the kidney is the organ of urinary secre- 
tion, without which there is no urine, just as without the 
brain there is no mind, but abnormalities in the quantity 
or constituents of the urine do not always mean that the 
kidney is diseased. It is legitimate hypothesis to 
suppose that between the anatomical substrata of 
consciousness, and consciousness itself, there is functional 
correlation. 

Neurophysiology has grown from infancy to full 
stature within the life times of Hughlings Jackson and 
Sherrington. Jackson deduced from observation in 
cases of nervous disease rules which have been of in- 
calculable value for physiological research. Sherrington 
and his followers have built knowledge of function level 
by ‘level, on Jacksonian principles reaching up towards 
those at which functional activity is associated with 
consciousness. That gap between psychology and phy- 
siology is still so wide that it is beyond imagination to 

ass it. Yet physiological experiment has confirmed 

ackson‘s view that the nervous system from first to last 
is a sensori-motor arrangement, in which, at higher 
levels, there is re-representation in ever-increasing com- 

lexity of all parts and functions already represented. 
Physiology has shown, too, that much response may be 
unseen. Inhibition is as important as excitation, and 
it follows, in Sherrington’s phrase, that to refrain from 
an act is no less an act than to commit one. 

The variability of function at forebrain level is be- 
wildering. Even in the excitable motor cortex, where 
functional pattern is relatively stable, stimulation of a 
point may determine, now flexion, now extension of the 
same digit. Which will happen'depends upon what has 
just happened, not only at this point, but in the sensory 
cortex behind it. 

The neurologist conceives the nervous system, even 
at forebrain level of complexity, as governed by the 
principles obtaining at spinal segmental level. There 
the rule is afferent impulse and response by excitation 
or inhibition ; but even at the spinal level subliminal 
excitation and inhibition, unseen but legitimately 
inferred, determine complex variety of response. Long 
circuiting at the higher levels allows more and more 


opportunity for delayed reaction, and so for the interplay. 


of impulses seemingly remote in space and time. With 
such evidence before him the neurologist approaches the 
study of mental disorder prepared for what indeed he 
finds—no fixed clinical syndromes but types of reaction 
roughly and arbitrarily defined, with, in the individual 
patient, inexplicable vagaries of response. 


CONTROL OF MICTURITION 

Whether neural activities are associated with con- 
sciousness is not the neurologist’s prime concern, but he 
can observe at what levels of reflex activity conscious- 
ness becomes active. The control of micturition offers 
anexample. Left to itself the bladder would (and does, 
when separated from the brain) evacuate its contents 
automatically from time to time. When its nervous 
connexions are intact, and while it contains low or 
moderate volumes of urine restraint is unconscious. At 
higher volumes restraint is initiated by conscious 
* Being a résumé of the presidential address to the Section of 
Psychiatry of the Royal Society of Medicine delivered on Feb. 25. 
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activity but is maintained thereafter at unconscious 
level. Restraint though unconscious can be removed 
at any moment by conscious activity. Here it seems are 
phenomena which might have been described in terms of 
psychological theory : conflict at an unconscious level, 
repression, suppression, and, through emergence into 
consciousness, catharsis. 

As with all high level activities, individual experience 
determines the final pattern of behaviour. The infant 
learns to exercise control by adult rule, and there is 
a stage at which it seems that brain and mind are for 
the moment largely absorbed with this activity. In the 
adult control is automatic and unconscious. Yet in the 
adult when higher cerebral levels are for the time being 
out of action we may observe behaviour that in no way 
differs from the infant’s. In a man after head injury, 
showing no evidence of consciousness except response 
to painful stimulus, fidgety movements are an indication 
to the nurse to apply the urinal. For the moment again 
almost all the brain there is seems to be used for this 
act; how much mind is another question. 

In circumstances depending upon individual experi- 
ence willed inhibition may again be inhibited. One 
subject of experiment was quite unable at any time to 
increase bladder contraction at will, being unused to 
performing the act of micturition in the presence of 
others. Here there is a factor depending upon experience 
probably forgotten. I should prefer not to speak of 
unconscious experience ; unconscious activity for the 
neurologist means physiological activity and no more. 
Unconscious cerebral function has meaning, uncon- 
scious mind has literally none. But that conscious 
experience may be forgotten and yet have left its imprint 
on pattern of behaviour makes sense. At what level or 
levels, physiologically, or even anatomically s aking, 
consciousness may appear is a problem unsolved, but it 
seems possible that activity as low as thalamic level may 
be attended by crude sensation. 

The psychologist may ask whether the neurologist from 
his study of micturition has anything of practical value 
to offer to the investigation and treatment of disordered 
function. He will probably admit the neurologist 
contributes something if the disorder be “ organic,” 
but may deny it if ‘‘ functional.’”” Functional for some 
means disorder of a kind which has never been proved 
due to demonstrable lesion ; for others it means mentally 
as opposed to physically caused. Neither distinction 
is wholly valid. Disordered function not yet traced to 
demonstrable lesion may be so traced tomorrow. We 
have no right to speak of mental or physical causes ; we 
can at most say that certain causes operate at levels of 
neural integration usually attended by consciousness, 
others not. 

Another meaning sometimes given to these terms has 
more validity—disorder of the function is reversible, 
organic disorder is not. But it would be better to say 
so, implying in each instance physical change. Physio- 
genic and psychogenic are terms which have better value 
as indicating factors in causation to be described re- 
spectively in terms of physiology and psychology, but 
all cerebral activity, whether conscious or unconscious, 
must have its physical basis. 

The neurologist can apply physiological principle to 
nocturnal enuresis, for example. If, as commonly, the 
story is that of adequate but unsuccessful attempts at 
training, it is reasonable to suppose defect of unconscious 
inhibition—a constitutional or congenital flaw in the 
mechanism. In some cases associated defect in fusion 
of the vertebral arch strongly suggests this. But 
conscious inhibition can reinforce that which is un- 
conscious, and, with repeated exercise, become uncon- 
scious too; there is therefore much in reserve. The 
instruction to the child is to see how many times in the 
day he can say ‘“‘ No ”’ to his bladder, with the promise 
that this practice will eventually ensure no emptying 
without a conscious ‘ Yes.’”” This does not imply 
neglect of other factors, physiogenic or psychogenic. 
Too full a bladder at bed time may be important, also 
laziness and defeatism. This naively simple approach 
would not deserve mention were it not that its success 
is equal I believe to the more tortuous methods of the 
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analytic psychologist. Physiological hypothesis also 
allows the patient a ‘‘ something wrong’’ which is 
objective. This too helps the physician in treatment ; 
he has a target at which to aim. 

THE STRUCTURAL BASIS 

The neurologist’s question is ‘‘ What is wrong with 
the works?” Often enough the examination will be 
negative, sometimes no doubt because we know not 
what to look for. The extensor plantar response was 
discovered half a century ago. How many persons with 
disseminated sclerosis before that era might have been, 
and doubtless were, dubbed “ functional ”’ ? 

It is true that attempts at localisation at the higher 
levels of cerebral function have yet contributed little to 
the understanding of mental disorder. A man deprived 
of one frontal or one temporal lobe may show little 
alteration of mental function. It would seem as though 
at these levels, so vital for competitive existence nature 
has generously provided reserve. The neurologist 
approaches his clinical problems with two other questions 
prominent in his mind. ‘‘ Where is the trouble ?”’ and 
“What is its cause?’’ Symptom and sign depend 
rather upon localisation than on pathology. A right- 
sided weakness with extensor plantar response and 
aphasia may for example be due*to vascular lesion or 
tumour; or on the other hand to reversible disorder, 
migraine or post-epileptic phase. The clinical signs are 
the same. The neurologist thus approaches mental 
disorder ready to accept the occurrence of a particular 
and complex clinical syndrome from quite different 
causes, the pattern being determined by the level at 
which disorder has occurred. He will not be surprised 
therefore when he encounters a state of mental depression 
directly following in one case bereavement, in another 
a head injury. 

CENTRAL PAIN 

Foremost in the symptomatology of all disease is dis- 
agreeable sensation. Pain arising from central nervous 
disorder is a phenomenon worth scrutiny, for example, the 
thalamic syndrome, causalgia, and the phantom limb. 

The thalamic syndrome is the most striking instance 
of disagreeable sensations’ caused by central lesion. 
These sensations are continuous and are usually described 
in terms which have vague resemblance to normal 
sensation, though the sufferer can distinguish well 
enough between the varieties of his own sensations, 
which are for him specific. Associated with these spon- 
taneous sensations there is always some degree of impair- 
ment for normal sensation in the affected parts—a 
raised threshold. But stimulus which surmounts this 
threshold (for example wide stroking contact) causes 
sensation which is intensely painful, radiates far beyond 
the area stimulated and persists abnormally long. It 
has been suggested that in the thalamus is localised the 
function of crude sensation, and that the abnormalities 
described are release phenomena in the Jacksonian sense. 

In causalgia the origin is incomplete lesion of sensory 
nerve, usually median or posterior tibial. It is charac- 
terised by burning pain referred to the appropriate dis- 
tribution, and over-reaction to effective stimulus of the 
same kind seen in thalamic lesions. If the individual is 
of sensitive type, and especially if pain has persisted long 
and has disturbed sleep, section of the sensory nerve 
above the lesion, though it abolishes sensation, may fail 
to alter quality, distribution, and intensity of spon- 
taneous pain. Intense and continued stimulation from 
the periphery has caused disorder in the mechanism of 
sensation at higher levels, which persists even when the 
stimulus is removed. Success in the treatment of 
causalgia depends as much upon the re-establishment of 
normal feeling-tone at the one end, as upon removal of 
irritant scar at the other. In many cases sedatives, 
hypnotics. occupation, and re-education in the larger 
sense will effect cure. But after—sometimes long after 
—recovery, disturbance of feeling-tone may be associated 
with return of pain. 

A man with a posterior tibial nerve injury developed 
causalgia, from which, after some months, he completely 
recovered. After he had been free from pain for several 
months he reported momentary recurrence on two occasions. 
On the first he was driving his car fast when a wagon emerged 
suddenly from a field gate. He swerved and avoided accident 
by a hair’s breadth; on the second he was rock-climbing, 
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missed a hand hold and for the moment thought he would 
fall. On each occasion his pain, though transient, was 
characteristic in quality and distribution. 


The painful phantom limb, I believe, most commonly 
follows amputation, by trauma, or by operation in 
emergency conducted with less delicate handling of the 
nerve trunks than is usually possible. 

A woman of 40 had an amputation through left mid-thigh 
for sarcoma of the femur. Immediately afterwards she felt 
the painful phantom in a position of flexion at the knee. 
This appeared to be maintained by tonic muscular spasm, 
which was itself painful. At first when she sat up in bed the 
flexed phantom would appear to hang downwards as if 
through the bed. Two operations were performed for relief 
of pain—resection of stump of sciatic nerve, and subsequently 
resection of anterior crural. Neither made any difference 
to the pain, but on each occasion there was some change of 
posture in the phantom; this ultimately gave way to the 
original posture which persists. I have seen another case of 
painful phantom following lower limb amputation, in which 
secondary deposit ultimately caused compression of the spinal 
cord with total loss of movement and sensation from the 
axille down, and yet the painful phantom persisted 
unchanged except for transient alteration of posture. 


Here then are examples of profound and persistent 
disturbance of feeling-tone dependent upon central 
nervous disorder. In the first instance—that of the 
thalamic syndrome—the cause is demonstrable, a struc- 
tural lesion at, or near, the level of feeling. Causalgia 
and phantom limb we cannot explain in terms of 
any known pathology. We must assume that physio- 
logical stimuli, of normal kind but excessive degree or 
duration, may result in persistent disturbance of function 
at higher levels. This disturbance may be manifest in 
spontaneous pain alone (phantom limb), or in spon- 
taneous pain together with an excessive response to 
appropriate peripheral stimuli (causalgia). There is 
legitimate comparison here with phenomena described 
as psychogenic. As the result of excessive psycholo- 
gical stimulus—for example, terror—a state of fear may 
persist long after cause for fear is removed, and in this 
state there may be over-reaction to appropriate stimuli 
from without. Such persistent disturbance of feeling- 
tone is most likely to occur in the sensitive type of indi- 
vidual who is also liable to causalgia. We may 
comparison a stage further: a persistent state of fear 
may sometimes result not from psychological stimulus, 
but from cerebral trauma or softening ; here a feeling- 
tone disorder, of psychogenic type, is caused by central 
lesion, comparable with the disorder of physiological 
type caused by a lesion of the thalamus. 


‘ 
AFFECTIVE DISORDER 

Discussion of feeling-tone leads to the neurological 
aspect of what is known as the affective disorder though 
I do not like this term. But I agree with Mapother and 
Lewis (1937) in including in it all mental disorder, major or 
minor, in which disturbance of feeling-tone is persistently 
the central feature—at the one end of the scale all that 
has been called manic-depressive insanity and involu- 
tional melancholia; and at the other end states of 
depression and anxiety, or fear, commonly called 
neurotic or psychoneurotic. They state that ‘“‘ the dis- 
tinction between neuroses and psychoses is at times 
convenient but without substance.’’ Ross (1935), on the 
contrary, in his Morison lectures, insists on the import- 
ance of absolute distinction between psychosis and 
neurosis, and admits no difficulty. I have no objection 
to distinguishing between neurosis and psychosis for 
practical purposes of classification, so long as these are 
not allowed to obscure scientific classification. Of the 
essential unity between the most severe and mildest 
degrees of the affective disorder I have no doubt. It is 
not very difficult to find a patient in a state of affective 
disorder with marked diurnal fluctuation of degree. In 
the morning he may show all or most of the features 
called psychotic : in the evening features which by the 
same standards must be called neurotic. Is he suffering 
from two separate diseases one in the morning the other 
in the evening? Such assumption would be absurd. 

Disorder of feeling-tone is most obviously manifest 
in change of mood—depression, fear, anger, elation, and 
occasional specificity of disagreeable feeling. Depression 
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may include a sense of guilt ‘‘ as if I had committed a 
crime, although I know I have done nothing of the sort.” 
Fear may be specific in the shape of phobias. 

On the somatic side there are often general malaise— 
described as resembling the experience of infective 
illness—and sensations of fatigue identical with those 
which we all sometimes experience. They may be 
sensations -of mental or of physical fatigue. If we 
consider the affective disorder as a disturbance of 
function at the level of feeling, these symptoms are no 
more remarkable than the complaint of the patient with 
a thalamic lesion that he feels his finger tips being crushed. 
Both, as the result of central disturbance, have specific, 
though different, sensations of discomfort. Disorders 
of specia] sensation are commonly recognised in the 
psychotic cases, highly compounded, as hallucinations. 
Giddiness is described as a continuous sense of insecurity 
or disturbed balance. This sensation of dysequilibrium 
differs in no respect from that sometimes encountered 
in labyrinthine disease. If we are prepared to regard 
the affective disorder as a central disturbance of feeling, 
we need be no more surprised at the occurrence of dys- 
equilibrium than any other dysesthesia. We shall at 
the same time be spared the attempt to explain such 
feeling as a symbolic fear of moral falling. Disagreeable 
sensations referred to the viscera also are common 
without any corresponding disturbance of visceral 
function (sense of palpitation, for example, without 
alteration of cardiac rate or rhythm). There is the 
loss of feeling of well-being and confidence, loss of 
affection for others, loss of feeling of reality in self and 
surroundings, loss of feeling for smells and tastes, loss 
of sexual feeling, and of the natural “ calls ’’ to micturi- 
tion and defecation. I would not quote these common- 
places except to emphasise warrant for the assumption, 
that the affective disorder corresponds so far with 
neurological conception of disorder at level of feeling-tone. 

With the affective disturbance there is commonly 
associated disorder of function throughout the sphere 
of activity directed by the vegetative nervous centres— 
sleep disorder, altered metabolism, tachycardia, 
abnormalities of secretion and motility in stomach and 
gut, alteration in sweat, and body odour, nutritional 
changes in skin, hair and nails. We have, I believe, no 
ground for assuming that these changes are secondary 
to the symptoms of feeling disorder. They are associated 
with them, however, so frequently that it seems that the 
disorder of nervous function includes that of vegetative 
control as well as feeling-tone. 
us when we consider how closely associated are these 
functions in health. Sleep is controlled by a compact 
and localised mechanism in the hypothalamus. When 
this is disturbed sleep is disordered. In many cases of 
affective neurosis disturbances of vegetative function 
may predominate ; and in others somatic or visceral 
dysesthesie. The leading symptom may be sleep dis- 
order, dyspepsia, fatigue, giddiness or headache, with 
mood disturbance in ,the background. Hence the 
patient’s common complaint of headache, with the 
observation that his headache makes him feel depressed. 
The interpretation of the psychologist is often the reverse, 
that his depression is causing the headache. I believe 
the truth to be that headache and depression are 
associated symptoms of the affective disorder. 


PSYCHOSIS AND NEUROSIS 

What is adequate cause for affective reaction of 
specific kind and degree ? How long and in what degree 
should a man feel sadness after bereavement, or fear after 
narrow escape from bomb explosion ? Questions of this 
kind can hardly be answered. All we can say, in an 
individual case, is that considering all the circumstances, 
physiological as well as psychological, the affective 
reaction is more, or less, severe and persistent than we 
should have expected in the ‘“‘ average ’’’ person. Unduly 
persistent duration of affective disturbance, in relation 
to other factors, provides the most conclusive evidence 
of central disorder. We should include as evidence of 
such disorder visceral disturbance—for example tachy- 
cardia—as well as subjective statement of feeling. 

War experiences provide many examples of the diffi- 
culty of distinguishing between pathological and normal. 
If a man, after being knocked over by a bomb without 
bodily injury, recovers from the affective disturbance 
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within a few days, we may regard this as affective dis- 
turbance within normal limits; if it persists for longer 
than a week we might consider him suffering from affective 
neurosis. The longer the duration the more likely it is that 
he will prove to have been a person of the sensitive type, 
in whom there was always a tendency for feeling-tone, 
together with its associated visceral manifestations, to 
be more easily roused, to rise to greater intensity, and to 
persist longer than in most people. 

Curran concludes that there is no sharp division 
between affective neurosis and psychosis. Rogerson(1940) 
argues that the neurosis is not only precipitated by real 
situations but kept going by the “‘ preoccupations of the 
patient, themselves related in a proper manner on the 
one hand to external reality, and on the other to his 
instinctive strivings.’’ The psychosis on the contrary, 
whether precipitated or not by external situation, has, 
momentum of its own. This distinction implies ability 
to discriminate between central and peripheral quota 
of causes, to decide whether sadness is responsible for 
sad thoughts or sad thoughts for sadness. It is true that, 
at the most severe end of the scale, the person who is so 
completely absorbed in his misery as to be inaccessible 
is presumably anzsthetic to external happenings of a 
kind which might cause affective reaction, and it may be 
assumed therefore that the affective disorder is inde- 
pendent of outside stimulus. But in the less severe 
degree of the disorder there seem to be two elements : 
spontaneous pain (sadness which in itself tends towards 
appropriate preoccupations) and a lowered threshold 
for certain kinds of stimulus, with abnormal intensity 
and persistence of reaction when roused. External 
happenings are more or less effective in determining 
fluctuations of the illness, depending upon a number of 
factors, some of which are centrally determined. We 
might roughly compare causalgia. 

I believe it true that in the milder degree of the 
affective disorder preoccupations will always be dis- 
coverable which are the product of central disorder and 
external stimulus in varying degree. It is common 
to find the patient depressed and anxious over real 
difficulties. Often these same difficulties have existed 
before the iHness, but the patient did not become depressed 
or anxious over them until he became ill. 

Rogerson’s distinction is useful, however, in its impli- 
cation of therapeutic possibility. There are patients 
with mild affective disorder, who, though they are not 
normal (and know it), when things go well for them may 
pass for normal to the outside world. But if things do 
not go so well they develop symptoms which in Rogerson’s 
apt phrase “‘ are as it were a running commentary upon 
this failure.”” Here is opportunity for psychotherapy to 
develop an improved technique of living, and so to 
remove symptoms. A further practical distinction is 
that proffered by Adolf Meyer, for mental disorder in 
general, between holergasia and merergasia—a difference 
in degree between illness involving the whole person, and 
illness leaving some part of the personality free. In the 
merergasia we see not only the illness, but the patient’s 
attempt, in terms of what he has left, to react to it. 
Hence there is variety in the clinical picture of the 
merergasias as great as the numbers of patients. This 
superficial variety in the merergasias (affective neuroses) 
has hindered some psychiatrists from seeing the funda- 
mental unity with the holergasias (affective psychoses). 
In the whole-reactions there is nothing to be seen except 
the illness ; in the part-reactions, form is variable and 
outline hazy, depending upon, and altering with, environ- 
ment. This distinction is also true of pain in general. If 
pain is maximal and all-absorbing the clinical picture is 
little subject to variability, and the converse also is true. 


CAUSES AND TREATMENT 

Apart from heredity little is known of the cause of 
the affective disorder. Precipitating causes may be 
various: emotional disturbance, infective or toxic 
illness, fatigue, or head injury. The neurologist is 
accustomed to different causes operating at the same 
level producing the same symptoms. Absence, in many 
cases, of apparent cause is remarkable, and I suspect this 
is equally true of neurosis and psychosis though harder 
to prove in the neurotic who tends to rationalise his 
illness. There is generally some cause for depression or 
fear, or even for elation, in the background of a man’s 
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mind. The neurotic, once he becomes ill, becomes pre- 
occupied with whatever memory suits his mood, and is 
easily convinced that the preoccupation is causal. 

Time may be an etiological factor. We have reason 
to conclude from Pavlov’s experiments that each minute 
of the 24 hour cycle has its own physiological value : how 
else could the dog be conditioned to salivate at a fixed 
time ? May not each minute of the life-cycle also have 
value to determine balance, and direction, of excitation 
and inhibition, and so precipitate a phase of illness. 
The affective disorder can persist so long and yet be so 
completely reversible that there can be no structural 
alteration. It is possible, if not probable, that there is 
a cause outside the brain itself—physical or chemical. 
It seems that in certain persons once the points are set 
in a particular direction there they stick till something 
happens—usually it would appear the passage of time. 
What is that something which can reverse the points ? 
Probably chance combination of countless happenings. 
Is there any short cut to cure of this illness, and, if not, 
what treatment is there ? Many will reply, that for the 
psychotic there is no short cut, and for the neurotic 
psychotherapy will effect cure. I believe neither of 
these statements to be true. As Curran and others have 
stated, this illness, whether of psychotic or neurotic 
degree, in most cases tends to recover in its own time. 

do not imply that psychotherapy is useless, far from 
it (though certain forms of psychotherapy I am sure do 
harm). Psychotherapy can help the affective neurotic 
to make the best of his illness while it lasts, and it must 
be remembered that it may last all his life. This may 
save him from suicide ; it may save him from losing his 
employment; it may make a great deal of difference 
to the happiness of those around him; it may sometimes 
help him to avoid recurrence, by acquiring a better 
technique of living. Sometimes, but I think rarely, 
psychiatry may short-circuit the illness, equally in cases 
of neurotic and psychotic degree—by continuous narcosis 
or convulsive therapy, for example. 

I do not seek to belittle the contribution to psycho- 
pathology of Freud and his followers. It has shown the 
meaning of individual symptoms, and proved in certain 
instances the importance of forgotten experience and un- 
recognised cravings in contribution to emotional unrest. 
But my impression is that the analytic method has 
been responsible for as much harm as good in the 
treatment of affective disorder. It was in one sense 
unfortunate that the Freudian method of approach 
scored such an immediate success in the interpretation 
of hysteria. This led to the false assumption that 
because hysteria was a neurosis, and because the origin 
of hysteria was “ unconscious ’”’ motivation, all other 
neuroses had similar origin. I have no doubt that a 
hysterical reaction is more often associated with, I 
would say secondary to, affective neurosis, than it is to 
a broken leg, and that it is very often defensive. The 
man with a broken leg has something to show as evidence 
of disability. The person with affective neurosis may 
feel so ill that he cannot cope with work or responsi- 
bilities, and has nothing to show. 

If the true nature and measure of the disability in 
affective neurosis are disregarded hysterical symptoms may 
be engendered. I have seen hysterical disability in cases 
of affective neurosis which I believe has been engendered, 
not by simple disregard, but by misguided psychotherapy. 


MEDICAL PSYCHOLOGY 

Between neurology and psychiatry, or perhaps more 
truly in another part of the field altogether, there has 
appeared, during the last quarter of a century, a separate 
edifice, called medical psychology. _The medical psycho- 
logist asserts that for this purpose of diagnosing and 
treating neurosis training in psychiatry is unnecessary 
because the business of the psychiatrists is the diagnosis 
and treatment of the psychoses and there is no connexion 
between neurosis and psychosis. His attitude is just 
as much deserving of criticism as would be that of the 
specialist in tuberculosis, if he were to state that he would 
confine himself only to the diagnosis and treatment of 
cases in which one lung was involved, and that if both 
lungs were involved, that was a matter for another 
specialist with two-lung training. The medical psycho- 
logist may be prepared to admit that all mental activity 
has its physical basis, and that brain is the organ of mind, 
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but these propositions are for him of theoretical value 
only. I have already attempted to indicate the fallacies 
in such argument, with reference to the affective dis- 
orders. Another example is offered by the neurosis 
following head injury. The patient’s adjustments to 
inner need and external stimulus are faulty. How far 
is this due to inherited disposition, training, experience, 
present needs and difficulties ; how far to the nature and 
situation of cerebral damage? Is the cerebral injury 
reversible or irreversible ? If there is headache, how much 
is due to meningeal adhesion, alterations in the cerebro- 
spinal fluid pressure or circulation, or disordered 
cortical rhythm ? How much to fear, depression, or 
defeatism arising from difficulty in coping with the 
situation as a whole? If there is insomnia how much is 
due to anxiety, how much to hypothalamic damage ? 
The answers to some of these questions are impossible 
without neurological training, and that unless they are 
all answered diagnosis and treatment must be at fault. 

Success in treatment must depend much more upon 
the personality of the physician than the method 
employed. But medical psychologists—at least some 
of them—are modest people ; it is not we, they say, who 
are successful because of our particular qualities of 
sympathy, wisdom, candour, and courage, it is the 
technique we employ. The truth is, I think, that there 
is no justification whatever for psychotherapy as a 
special branch of medicine. There will always be some 
outstanding psychotherapists in the profession. They 
may be psychiatrists, neurologists, gynecologists, specia- 
lists in any branch, or general practitioners. A valuable 
contribution of Freud and his followers has been their 
insistence upon the necessity for full examination. It 
is just as important that the doctor should learn to strip 
thé mind bare as the body with as little embarrassment, 
and with as much respect for human dignity and feeling. 
With the aid of personal experience and a few funda- 
mental principles to guide him, any man who has the 
qualities of a good doctor can become a sound psycho- 
therapist. 

NEURO-PSYCHIATRY 

How far, and how long, psychology will maintain its 
claim to be a separate branch of medicine will depend 
upon the readiness of neurologists and psychiatrists in 
this country to acknowledge that, as brain really is the 
organ of mind, their subject is one and indivisible, and 
that they have common interest and duty in the field 
of the neuroses. Welcome signs are the intention to 
establish wards for organic nervous disease as an integral 
‘part of the Maudsley Hospital, and to incorporate a unit 
for the study of mental disorder at the National Hospital, 
Queen Square. The need for unity has also been 
recognised for some time on the psychiatric side by the 
inclusion of neurological experience in the requirements 
for the diploma of psychological medicine, and of papers 
and clinical examinations conducted by neurologists. 
An aspirant to consulting status in neurology should 
hold a resident appointment for a year in a pre | 
hospital for mental disorders, and the psychiatrist shoul 
have held a similar appointment at a neurological 
hospital. The title and syllabus for the diploma of 

sychological medicine might well be revised. It should 

called a diploma of neuropsychiatry, and the require- 
ment of neurology should be increased on the clinical 
side. It should then be an essential qualification for 
hospital staff appointment, no less for neurologist than 
psychiatrist. 

Looking to the past I believe that neurology and 
psychiatry in this country were kept apart at first, because 
the neurologist was interested in morbid anatomy, and 
the psychiatrist in the care of the insane. At the 
beginning of the present century they were coming 
together when the psycho-analytic wave widened the gap. 
At present the gap is narrower than it has ever been. 
The fruits of recent research and experiment have 
emphasised common interest, for example the work of 
Bard and others on hypothalamic function, the contribu- 
tion of the biochemists to the understanding of brain 
metabolism, the study of cortical rhythm by the electro- 
encephalogram, the lessons of continuous narcosis and 
convulsive therapy. Looking to the future I believe 
that the merging of the two specialties into one is, not 
only desirable, but inevitable. 
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For some years past the old carron-oil treatment of 
burns has been more or less discarded in favour of tannic 
acid, as advocated by Davidson in 1925. At a recent 
discussion at the Royal Society of Medicine ' McIndoe 
showed that the tan produced over burnt areas by tannic 
acid is too tough and impervious and that pus tends to 
accumulate beneath the membrane. He also showed 
that bad end-results are obtained by this method, with 
contractions and deformities, especially in the case of 
burns of the hands. At the same meeting Bunyan 
described satisfactory results obtained by continuous 
immersion of the burnt areas in saline plus active 
hypochlorite in transparent bags. It should be re- 
membered, however, that tannic-acid treatment was 
introduced for the purpose of sealing off the burnt areas 
by coagulating the serous effusion, and to stop the 
dangerous loss of serum flowing out from their surfaces. 
By continuous immersion in saline baths, one would 
imagine, loss of serum will be increased rather than 
retarded, so that when the burnt surface is large this 
method would seem to be contra-indicated, at any rate 
until the serous effusion has ceased. Moreover, if the 
hands are immersed too much in water the skin is liable 
to become sodden and later chapped. We suggest that 
there is one type of application which will check any 
dangerous loss of serum and at the same time will keep 
the tissues supple and counteract the possible bad effects 
of continuous immersion. This is an animal or vegetable 
oil. Oil should act in the same way as tannic acid, since 
it forms an insoluble film by a physico-chemical 
coagulation where it meets an albuminous fluid. It is 
likely, however, that this film will not have the dis- 
advantage of being too tough and impervious. 


INTERFACIAL FILMS 


Assuming that the primary aim of a burn dressing 
is to seal damaged tissues its coagulant action is funda- 
mental. It is clear that the origin and physico-chemical 
behaviour of the coagulating systems are not appreci- 
ated by doctors. Thus, commenting on the use of crude 
cod-liver oil Mitchener (1935) observes: ‘‘ It is difficult 
to see, however, how this oil can achieve better results 
in the prevention of collapse than any other greasy 
preparation, for it has no coagulant action.” The 
present communication is an attempt to define the 
underlying principles from the standpoint of modern 
physical chemistry and plead for further investigation. 
The problem concerns interfacial films, and in particular 
films at liquid/liquid interfaces. As long ago as 1838 
Ascherson read a paper before the Paris Academy of 
Sciences (Ascherson 1840), in which he revealed an 
extraordinary premonition of modern views on this 
subject. 

“Imagine within a coagulable liquid—e.g., liquid albumin— 
a drop of oil, and assume that the albumin for some reason 
coagulates at the surface of contact : then a spherical vesicle 
will necessarily form round this nucleus, which, once formed, 
can easily alter its content by exosmosis or endosmosis. . . . 
To confirm this theory by experiment I endeavoured to find 
some means of actually producing the assumed coagulation 
of the albumin, and, with a pleasure which will be readily 
understood, I made the important discovery: that coagula- 
tion in the form of a membrane occurs inevitably and in- 
stantaneously when albumin comes into contact with liquid 
fat, and that consequently an oil drop cannot be surrounded 


1. See Lancet, 1940, 2, 621. 
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even for a moment by an albuminous liquid without a vesi- 
cular membrane or a cell forming round it. For the sake of 
brevity I shall call the property of forming membranes hymeno- 
gony, and the membranes thus formed haptogen membranes. ; 


This phenomenon is illustrated in fig. 1. The interface 
is that between olive oil and a 1% aqueous solution of 
egg albumin. In recent years such interfacial mem- 
branes have been extensively studied with results sum- 
marised by one of us (Clayton 1935). Ascherson came 
to the same conclusion as is held today when he wrote 
that he regarded ‘‘ hymenogony as a physical property, 
as a kind of capillary 
condensation which pro- 
ceeds at the surface of 
heterogeneous liquids in 
contact.”’ Not only 
proteins but many other 
hydrophilic colloids such 
as saponin, gums, Irish 
moss, bile salts and soaps 
form distinct interfacial 
membranes when their 
aqueous solutions come 
into contact with oil. 
The speed of formation 
of the membranes and 
the strength of the films 
depend on the system in- 
vestigated. Membranes 
formed by mineral oils 
behave quite differently 
from those due to 
glyceridic oils. 

When serum comes 
into contact with aqueous 
tannic acid mutual 
coagulation between 
serum proteins and 
tannic acid occurs. 
‘Stocks (1917) mentions 
that the amount of tannic 
acid precipitated by 1 
part of gelatin varies 
from 0-91 to 325 parts, 
according to the concen- 
tration of the solutions 
and the time. There is a suggestion that the age of the 
tannic-acid solution affects the quantitative ratio of the 
mutually coagulating materials. 

That there might be a distinct difference between the 
characteristics of interfacial oil/protein membranes and 
tannic-acid/protein membranes seems reasonable since 
the latter are entirely hydrophilic in make-up, while the 
former are dual in make-up, hydrophobic and hydro- 
philic. One of the remarkable features of animal cell 
walls, considered as living membranes, is that they 
permit the passage of both water-soluble and fat-soluble 
substances to nourish the cell. Various theories have 
been advanced to explain this apparently paradoxical 
fact, the most notable being that of Clowes (1916) who 
suggested that living membranes resembled emulsions 
near their inversion point, where the delicate balance 
between oil-in-water and water-in-oil emulsions exhibits 
differential permeability to monovalent and divalent 
cations. 

The problem of forming, for laboratory study, a mem- 
brane which would afford continuous though irregular 
paths for migration of both water-soluble and fat- 
soluble substances was solved by Holmes (1939). He 
dissolved 1% of lecithin, oleic acid, stearic acid, choles- 
terol, lecithin-+cholesterol (ratio 5:1), or rosin in 
common collodion solutions of cellulose nitrate, evaporat- 
ing the ether as the solution was swirled in a flask and 
washing out the alcohol with water. Good membranes 
of double permeability were thus prepared. 

We believe that in the treatment of burns the mem- 
branes formed by the presence of oil will prove superior 
to those purely hydrophilic membranes induced by tannic 
acid. We recognise, however, that laboratory investiga- 
tions are needed to decide whether mono- or duo-per- 
meability of the film is desirable and whether adsorption 
of toxic materials varies according to the nature of the 
film. Since the protein/tannic coagulum involves 
stoichiometric, or possibly adsorption, relationship, the 
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Fic. 1—Interface : olive oil/aqueous 


egg albumin. Showing the for- 
mation of a film coagulum where 
protein and oil meet. x 120. 
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product may not possess much capacity to adsorb toxic 
materials from burns, whereas the purely physico- 
chemical film formed by contact of protein and oil, 
devoid of any stoichiometric relationship, may not only 
drain better but adsorb better. True, the problem has 
still to be examined qualitatively and quantitatively in 
the laboratory, but to a colloid chemist the return to oil 
treatment for burns is rational. 

Even so elementary a question as the most effective 
concentration for the tannic-acid solution is not settled 
in medical literature. Some authorities recommend 
25%, others from 5 to 10% and even 20% (Heggie and 
Heggie 1940). The extent of penetration into damaged 
tissues by aqueous tannic acid would be expected to depend 
on the concentration of the solution employed. The 
weaker the solution the deeper, probably, will be the pene- 
tration, while concentrated solutions would no doubt 
lead to more rapid and superficial coagulation. A study 
is required here of the interfacial tension as affected by the 
concentration of tannic-acid solution coming into contact 
with the liquid from the burned area; an optimum con- 
centration would probably be revealed. At the same 
time the rate of development of the coagulum, its 
strength, its flexibility and its drainage possibilities 
could be correlated with the interfacial tension measure- 
ments. Once the identity of burn toxic agent is known 
its adsorption by the coagulum could be quantitatively 
followed. 

COD-LIVER OIL 

Our knowledge of the physical chemistry of protein/oil 
interfacial membranes is more complete and recently 
much has been reported concerning cod-liver oil in this 
respect. Cod-liver oil has long been used by fishermen 
for the treatment of wounds and skin lesions. In 1885 
Shoemaker reported that the oil was absorbed by the 
tissues. In 1922 according to Heald (1936) cod-liver 
oil was used at the Royal Free Hospital for injuries, 
burns and infected wounds with considerable success. 
Later work has shown the value of this oil in tissue- 
culture studies. 

Léhr (1934a and b) has reported treatment of extensive 
first, second and third degree burns embracing nearly 
1000 cases. He states that : 

The cod-liver oil treatment of burns does not influence 
primary shock but is remarkably effective in controlling the 
secondary infection of large areas. A rapid cleansing of the 
wound follows its application, and epithelialisation is stimu- 
lated to a degree not seen in any other form of treatment. 
It has been used in the closed method of treatment with a 
plaster-of-paris cast. Third degree burns of the extremities 
are treated by enfolding in sterile towels thickly covered with 
cod-liver oil salve. After a few days a cast may be applied, 
especially when contractions of the joints are feared. 


In his treatment of over 100 cases of second and third 
degree burns Lohr did not once resort to skin transplanta- 
tion. He also found that bacteria ordinarily encoun- 
tered in infected wounds—streptococci, staphylococci 
and Bacillus coli—perish when introduced into cod-liver 
oil. The oil permeates the tissues and causes a rapid 
liquefaction of the necrotic tissues, followed by a power- 
ful stimulation of the growth, which affects all tissues 
including the epithelium. The excellent results of Léhr 
by use of cod-liver oil ointment have been substantiated 
by Steel (1935), using liquid cod-liver oil. Lint heavily 
soaked in cod-liver oil was applied widely over the part 
to be treated and covered with dressing. The dressing 
was left in place and changed each 24 hours, the lint not 
being taken from the surface until the expiration of 
48 hours. Almost every patient stated that the first 
application of cod-liver oil gave more comfort than any 
other dressing. 

While some workers (Chevallier et al 1937, Franzetti 
1935) have sought to find in this treatment evidence of 
the value of oil-soluble vitamins, the colloid chemist 
seeks an explanation on wider grounds and one that 
would cover variations in benefit according to the par- 
ticular oil employed. In an important series of papers 
Haas (1938-1939) deals with physico-chemical effects 
at the lipoid/water interface in tissues. Acid-free cod- 
liver oil injected into the subcutaneous tissues of guinea- 
pigs formed distinct membranes at the interface. Such 
membranes developed gradually, and, when fully 
formed, possessed several properties which were similar 
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to those of elastic tissue. Comparable results using 
liquid unsaturated fatty acids showed the influence of 
the length of the carbon chain of the fatty molecule 
which, of course, determines the ratio of polar to non- 
polar groups. A further fundamental observation was 
the formation of insoluble material when liquid soluble 
fatty unsaturated compounds were confined in the 
subcutaneous tissues of guineapigs. 

In view of Haas’s results, and bearing in mind the long- 
known carron-oil emulsion prepared from linseed oil, 
the importance of the presence of considerable amounts 
of highly unsaturated acids in the oil becomes evident. 
Indeed, the physical chemist would anticipate different 
interfacial membranes according to the chemical structure 
of the oil. Here it is interesting to note the observa- 
tions of Lichtenstein (1939) that the bactericidal action 
of cod-liver oil is raised by ultraviolet irradiation and is 
closely related to its peroxide content. The evidence 
points to the value of the unsaturated components in 
oils, but it must be recognised that these components 
lead to the development of rancidity in the oil. How- 
ever, it should be possible to incorporate an antioxygen, 
preferably phenolic in character, which would greatly 
decrease rancidity. 

Commenting on interfacial protein films, Danielli 
(1940) says that, generally speaking, the more Syn 
an oil the less protein it adsorbs per square cm. and the 
less rigid is the resultant film—that is, polar groups 
decrease the efficiency of protein film formation. e 
adds : 

Hence any specific action of cod-liver oil cannot be attri- 
buted to the polar groups in the general sense. But occasion- 
ally oils containing particular compounds, for example, 
cholesterol and soap, or lecithin with soap, form unusually 
thick interfacial films with proteins. This is probably due 
to the formation of complexes containing oil and protein 
molecules which are of a rather specific character. Such 
complexes may be dependent on the existence of a particular 
polar group in the oil, consequently we can anticipate that 
the specific action of cod-liver oil, if verified, is due to 
immobilization of toxic substances by specific adsorption. If 
the nature of the active oil molecules could be ascertained it 
seems probable that more active preparations could be 
obtained. 


Is there any advantage in employing the oil itself or 
would an emulsion be better ? Planned investigation is 
needed to settle this point, but if an emulsion is required, 
then it must obviously be of the water-in-oil type. In 
such a system the oil is the continuous phase. In the 
opposite type of emulsion, oil-in-water, the oil is only 
present as globules surrounded by the protecting colloid 
or emulsifying agent. Contact with serum would serve 
merely to dilute this emulsion. In a _ water-in-oil 
emulsion a bulk oil phase is presented to the serum and 
yet the dispersed water globules can carry any desired 
water-soluble agent. Carron oil, an emulsion of about 
equal parts of linseed oil and lime-water, peas bulk 
oil, and assuming the double permeability of the resulting 
interfacial membrane, allows the diffusion of calcium 
ions from the lime-water. That calcium ions profoundly 
influence the permeability of the interfacial membrane 
is well known from the classical researches of Clowes 
and it is more than likely that a water-in-oil emulsion 
prepared with lime-water will behave quite differently 
from a similar emulsion stabilised by a nonionogenic 
material such as gum dammar. 


Terrell (1918) and Nagle (1940) have employed an emulsion 
of water (3-4%) in a vegetable oil (90%) *; this emulsion also 
contains benzocaine, phenol and oxyquinoline base, together 
with calcium salts. Strikingly successful results followed its 
use, even in cases where prior dressing with tannic acid had 
failed and sepsis had supervened. 


The problem of burn treatment bristles with physico- 
chemical factors awaiting investigation; the present 
empirical treatments can only be tolerated until such an 
investigation is completed. So much is now known 
concerning oil/water interfacial films, and the apparatus 
for their study is so accurate and dependable, that the 
way is clear for a rapid solution, later to be confirmed by 
clinical trial. 


2. Made by the Carbisulphoil Company of Dallas, Texas, and 
marketed under the name Foille. 
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SPECIAL OILS COMPARED WITH TANNIC ACID 


In an endeavour to obtain confirmation of the physico- 
chemical arguments just indicated, experiments were 
carried out in the Pickett-Thomson Research Laboratory 
on rabbits and guineapigs. In each case the back of the 
animal was shaved and the animal was anzsthetised with 
A.C.E. mixture. 

Expt. 1.—A rabbit was burnt in six places with a 
small cautery ; each burn being } in. in diameter. One 
lesion used as coritrol was untreated. The dressings 
used on the other five lesions were :— 

1, Tannic-acid jelly (Boots). 

2. A normal proprietary form of cod-liver oil. 

3. Cod-liver oil + 1% Coeffectol (a highly germicidal 
chlorinated oil). 

4. Cod-liver 


oil+1% Nastur- 
tiol~ (an iodised 
oil-soluble germi- 
cide). 


5. Cod-liver oil 
+ hexyl - resorci- 
nol (1 in 1000). 


After 14 days’ 
treatment the 
scabs had come 
off all the burns 
treated with oil 
and the skin 
underneath was 
perfectly healed. 
In the control 
and the burn 
treated with 
tannic acid, 
however, the 
scabs remained 
for several days 
longer. 

Expt. 2.—To 
make more cer- 
tain that each of the experimental burns were of the same 
degree of severity a special type of steam jet was used in 
further experiments. The area covered and the distance of 
the steam jet from the treated surface remained constant, 
and the time of exposure was in all cases 10 sec. After 
exposure, the treated areas were covered with the appro- 
priate dressing and the whole surface with a linen jacket 
to prevent rubbing of the dressings. The dressings were 
changed and observations were made on the progress of 
the lesions daily. The five steam burns were treated 
with : 

1. Tannic-acid jelly. 

2. Cod-liver oil. 

3. Control (untreated). 

4. Coeffectol (1%) in cod-liver oil. 

5. Carron oil. 


After 14 days’ treatment all scabs had fallen off 
except on the burn treated.with tannic acid and the 
untreated control. At the end of 21 days the scab came 
off the lesion treated with tannic acid, but the control 
scab remained. Hair was seen to be growing on the site 
of the lesion treated with carron oil and it seemed com- 
pletely healed. The carron oil appeared to give the best 
result (figs. 2 and 3). 

Expt. 3.—Because of the apparently better results 
produced by carron oil in the previous experiment we 
decided to try cod-liver oil/lime-water emulsion. The 
oil contained 1% nasturtiol. The oil/water ratio was 
1:1, and the emulsifying agent was 5% of Protegin, 
the effective dispersing factor of lanolin. A guineapig 
was used in this experiment, on the assumption that the 
hair would grow more slowly than that of a rabbit and 
obscure the results less. Exposure to the steam-jet 
was for 5 sec. The lesions were dressed with : 

1, Carron oil. 

2. Cod-liver oil/lime-water emulsion. 

3. Tannic acid. 

4. Control (untreated). 


After 15 days the scab on the burn treated with carron 
oil had fallen off and the lesion treated with cod-liver oil 
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emulsion had almost lost its scab, although very little 
scab formation had taken place. After 17 days all the 
scabs were off, but on the areas treated with carron oil 
and cod-liver oil emulsion new skin had grown and 
there was also a well-defined growth of hair. 

These results show that the theoretical points raised 
in this paper are borne out in practice—that healing is 
promoted, and that regeneration of damaged tissue occurs 
with greater ease, when burns are treated with carron 
or cod-liver oil than when treated with tannic acid. 
Since the carron oil (containing linseed oil) was free from 
added germicidal agent, it would appear that the cod- 
liver oil may not require the addition of a halogenated 
compound, except perhaps for septic burns. The scabs 
formed with tannic acid tended to be hard and somewhat 

brittle, whereas 


in all the oil- 
treated cases 
they were soft 
and flexible. 
Further ex- 
periments are 
now in progress 
to determine : 
1. Whether a 
medicinal paraffin 


Fie. 2—Five experimental burns on a rabbit after 14 days’ treatment with (1) tannic acid ; (2) 
cod-liver oil; (3) cod-liver oil plus Coeffectol ; (4) carron oil; and (5) no treatment. 


type of carron oil 
is less effective 
than an emulsion 
prepared from a 
drying or semi- 
drying oil. 

2. Whether a 
linseed-oil emul- 
sion is more 
effective if the 
oil phase contains 
an accelerator for 
drying (e.g., @ 
metal linoleate). 

3. Whether a 
“blown ”’ linseed 
oil is more effective than raw linseed oil in the lime-water/oil 
emulsion. 

4. Whether pine oil, alone or in proportion with cod-liver 
oil or linseed oil, will furnish a water-in-oil emulsion with rapid 
film-forming property and antiseptic action. 

These experiments follow from the observation that 


normal carron oil was slightly more effective than the 
emulsion prepared with cod-liver oil. 


Note the better results obtained 
with oils, especially carron oil. 
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“ 


. I want you to realize that boredom may be a worse 
enemy than the Germans; it is during periods of inaction 
that Leadership is taxed for it is at such times that grievances 
incubate and eventually emerge.”—Major-General H. 
WI~tans in an address on Army Welfare and Education given 
to the Royal Society of Arts on March 7. 
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PROCAINE IN THE TREATMENT OF 
MINOR INJURIES 


By J. GRIEVE, B.Sc., M.B. St. And. 
LATE HOUSE-SURGEON AT THE ROYAL INFIRMARY, 


DUNDEE 


It is now a number of years since procaine was first 
used in the treatment of acute and chronic sprains by 
Leriche (1928) who later (1936) used it successfully on 
tennis elbow. Campbell (1938) confirmed his results 
and has treated first-degree ankle fractures without 
immobilisation. Fontaine (1936) has obtained a satis- 
factory result by repeatedly injecting procaine into a 
fracture of the head of the radius. 

Up to the present the method has been used exten- 
sively only in hospitals, but there are many cases in 
general practice which would benefit by an injection of 
procaine, whether or not a radiogram is thought desirable. 

TECHNIQUE 

After the patient has demonstrated the point of 
maximum tenderness the skin is cleaned with methy- 
lated spirit, and the operator gently palpates with the 
left index finger to determine the most sensitive spot, 
which is usually within a centimetre or two of the one 
indicated by the patient. The needle is then sharpty 
pushed through the skin for a short distance and a small 
amount of procaine injected. The needle is then passed 
more deeply, nerves and blood-vessels being avoided, 
and a small amount of procaine is injected at each 
advance. It is advisable to make certain the needle is 
not in a blood-vessel by withdrawing the plunger a 
short distance from time to time. When the needle 
seems to be in the most sensitive spot, 1-5-2 c.cm. of 
procaine is injected. If pain is relieved, a further 1 c.cm. 
is injected and the needle withdrawn. The patient then 
moves the part and reports any remaining pain. In 
some cases more procaine will be needed, but it is import- 
ant to inject as little as possible. After 24 hours it 
may be necessary to give a further injection. The patient 
should report at the end of another forty-eight hours, 
and then after a week. After the first injection the 
injured part should be moved normally. Experience 
is the best guide in getting good results. 

CASE-RECORDS 

In six months we treated 40 cases in the casualty 
department at Dundee Royal Infirmary, and of these 5 
failed to show benefit; in addition, we did several 
hundred injections on other cases in the surgical out- 
patient department. One case of fractured ribs 
developed traumatic pleurisy, but made a good recovery. 
The following are examples of the kinds of case in which 
excellent results can be achieved. Procaine, 1% 
solution, was used in every case. 

Case 1,—This was a personal experience: one night I 
tripped and fell on my outstretched hands. There was 
momentary pain and some discomfort, but not sufficient to 
disturb rest. When I woke in the morning, the right wrist 
was comfortable, but the left was stiff and extremely painful 
on movement. Examination showed that the pain was 
chiefly ligamentous. Radiography was not thought neces- 
sary. At 12.20 p.m. 2 c.cm. of procaine was injected, 0-5 cm. 
to the ulnar side of the left radial artery, and I no longer 
felt pain there. Relief was followed by tenderness at the 
ulnar styloid ; this apparent shifting of the pain is character- 
istic of wrist cases, and makes them more difficult to treat. 
A further 2 c.cm. was then injected at the point of tenderness 
over the ulnar styloid, and all tenderness disap 
extreme extension and flexion and on violent rotation I still 
had slight pain, but I could open a door in comfort with 
only a slight twinge at the summit of the movement. By 
2.25 p.m. I began to feel the pain returning and it grew 
steadily worse. At 3.45 p.m. my wrist was much more painful 
than it had been before injection, and the pain was consider- 
able even with the joint at rest. During a period of 20-30 
min., the pain was bad enough to make me walk about the 
room. At 4.30 p.m. the pain became easier, and by 7 P.M. 
movement was much freer and less painful than before 
injection. Next morning there was only very slight pain 
and at the end of a further 24 hours all pain had gone. 

Case 2.—A calender worker, aged 19, slipped going 
downstairs and injured her right ankle. She had great 
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tenderness between the right internal and external malleoli, 
and a good deal of pain when she put her foot to the ground. 
There was no clinical evidence of fracture. Procaine, 
5 c.cm., was injected, 3 c.cm. between the malleoli and 1 ¢.cm, 
on each side just distal to the malleoli. Local tenderness 
was completely relieved. Next day she had little pain, but 
was not able to walk properly ; 2 days later all pain had gone 
and apart from slight stiffness she showed no evidence of her 
injury. 

CasE 3.—While dancing an eightsome reel, a housewife, 
aged 32, gave a sudden twist and felt severe pain just below 
her ribs on the right side. Next morning she reported in the 
casualty department unable to stand erect. She had a 
tender area in the right upper rectus, but no evidence of 
extensive rupture of the muscle. After the injection of 
2 c.cm. of procaine she was able to stand upright without 
pain or discomfort. Next day she reported that all was well, 
and a week later she had almost forgotten her accident. 


Case 4.—A marine fireman, aged 34, slipped at work on 
board ship and injured his right knee. There appeared to be 
no damage to the ligaments and no great restriction of move- 
ment, but there was a good deal of tenderness over the right 
internal semilunar cartilage. After the injection of 2-5 c.cm. 
of procaine into this spot he felt no further pain and was able 
to walk as usual. He returned to his ship which was sailing 
the same evening. 


CasE 5.—A housewife aged 68 fell and injured her right 
shoulder the day before she was first seen. She complained 
of pain and tenderness over the head of the humerus. Radio- 
graphy showed no fracture, but she was unwilling to move the 
arm and objected strongly to any form of passive movement. 
Procaine, 10 c.cm. was injected at the site of maximum 
tenderness over the head of the humerus, and the patient 
then allowed almost full passive movement, but she seemed 
reluctant to move the arm actively. Next day, although 
movement was not complete, her actions were freer, and she 
was willing to use the arm slightly. Three weeks later her 
range of movement was almost complete and she used the 
arm freely. 


CasE 6.—While unloading his lorry, a motor driver, aged 39, 
slipped and injured his left hip. Pain was severe, and he was 
very tender over his gluteal muscles, but there was no signs 
suggesting fracture; radiography confirmed the absence of 
bony damage. Procaine, 10 c.cm., was injected in the region 
of the greater trochanter and a further 10 c.cm. into the 
gluteus. He experienced complete relief. Next day his only 
complaint was slight discomfort on sitting. He was asked to 
report on the following day, but did not appear as he had 
returned to work. 


CasE 7.—A machineman, aged 41, slipped at work and 
injured his left side. He had much pain on breathing and 
coughing, and he was tender over the sixth, seventh and 
eighth ribs in the nipple line. Radiography showed no 
fracture. Procaine, 5 c.cm., was injected into the area of 
maximum tenderness and strapping was applied. This gave 
complete relief. Next day he reported that his side had been 
painful late on the previous evening; 3 days later he was 
admitted to hospital with a traumatic pleurisy, but made an 
uneventful recovery. 

DISCUSSION 


There has been some controversy in recent years 
between Leriche and Mondor regarding the degree and 
nature of the damage occurring in sprains. Leriche has 
described 12 cases on which he operated and found no 
evidence, of damage to ligaments although the cases 
were clinically sprains. Mondor (1940), on the other 
hand, has found several cases in which damage was 
clearly demonstrable. Leriche (1939) in the case of the 
knee-joint, made a distinction between sprains and 
subluxation. The difference of opinion and results 
may be partly due to differing nomenclature. Many of 
our cases were simpler than those of Campbell and 
Leriche, but they demonstrate the essential value of this 
form of treatment. The 7 cases described show that there 
is a wide field in which the general practitioner could 
achieve still better results. His evening consulting 
hour overcomes the economic difficulty which confronts 
patients who have to attend hospital in the morning ; 
and people will go at once to their doctor although they 
would put off attending hospital until the day after 
injury. In hospital it is often impossible to get patients 
to attend at the desired intervals, but in the cases which 
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we have been able to follow up the results have been 
almost uniformly good. The most satisfactory were 
those in which an amount of procaine less than 5 c.cm. 
was used, and in which the injection was carried out as 
soon as possible after injury. Early injection enabled 
us to fulfil the first condition in nine cases out of ten, and 
it was seldom necessary to repeat the injection. 

Two groups of cases present especial difficulties : 
wrists and shoulders. In these the results have not been 
uniformly satisfactory and some modification in tech- 
nique seems to be indicated. The distinction between 
subluxation and sprains may explain why wrist and 
shoulder cases respond less well to injection therapy. 
Possibly these injuries are often subluxations. The 
possibilities of injection of the cervical sympathetic 
have not yet been fully explored. This method of 
approach is suggested by Leriche’s segmental theory of 
pain. Campbell (1939) has described successful results 
in ankle cases treated by lumbar sympathetic injection, 
but the cervical sympathetic is more difficult of approach. 


I am indebted to Mr. W. G. Campbell for encouragement 
and advice and for carrying out the injection in my own case. 


REFERENCES 
Campbell, W. G. (1938) J. R. Nav. med. Ser. 24, 48. 
— (1938) Lancet, 2, 872. 
— (1939) Ibid, 2, 930. 
Fontaine, R. (1936) Rev. Chir., Paris, 74, 761. 
Leriche, R. (1928) Gaz. Hép., Paris, 100, 63. 
— (1936) Pr. méd, 44, 99. 
— (1939) J. Chir., Paris, 53, 593. 
Mondor, H. (1940) Mém. Acad. Chir. 66, 29. 


ANURIA WITH CASTS 
NOT ASSOCIATED WITH TRANSFUSION 
By ALLEN B. Bratton, D.S.O., M.C., M.B.Camb. 


SENIOR ASSISTANT PATHOLOGIST IN CHARGE OF THE CENTRAL 
HISTOLOGICAL LABORATORY, ARCHWAY HOSPITAL (L.C.C.) 





DuRING the past few years material has been received 
in the Central Histological Laboratory from necropsies 
performed by pathologists of the laboratory or by medical 
officers in the council’s hospitals on cases of unexplained 
anuria. The kidneys from these cases presented an 
unusual appearance and histological examination showed 
the presence in the tubules of large numbers of casts 
of recent and altered blood ; in none of the cases had 
the patient received a transfusion. 

In general, the kidneys are enlarged, usually only to 
a slight degree ; the subcapsular surface is smooth and 
pale mottled brownish-yellow, sometimes showing a few 
petechiz. On section, the cortex is pale and swollen, 
its pattern straight but indistinct; there is clear 
demarcation between the cortex and the pink or red 
medulla. There are occasionally small hemorrhages 
in the pelvis. On histological examination there is 
considerable degeneration of the tubular epithelium 
with necrosis of individual cells and occasionally of the 
lining of whole tubules or even small groups of tubules. 
Apart from occasional necrosis of a few cells of the tuft 
or a little albuminous exudate in the capsular space, 
the glomeruli are unaffected. Casts in tubules are 
numerous throughout, but especially in the collecting 
and discharging tubules; most consist of red corpuscles, 
brownish amorphous blood pigment or strongly 
eosinophil agglutinated material; neutrophil leucocytes 
are occasionally present in the tubules forming pure 
leucocyte casts or mingled with other casts, and 
desquamated epithelial cells also form casts. The 
interstitial tissue is edematous and in it are small foci 
of subacute inflammatory infiltration in relation to 
blocked tubules ; these foci are far fewer in number than 
the blocked tubules and are most numerous in the inter- 
mediate zone. The vessels are engorged but show no 
other abnormality. 

CASE-RECORDS 

The first of these cases was noted in 1934 and one or 
two have occurred in each year since. 

1.—Female, aged 33. Admitted during pregnancy on 
account of suppression of urine. Aborted the day after 
admission. Bilateral decapsulation of kidneys performed. 
Necropsy : purulent inflammation of the uterus, acute septic 
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Case 1. Degeneration of tubular epithelium ; hematogenous 
casts in tubules; small focus of inflammatory infiltration. 
Glomerulus unaffected. (H. and E. x 87.) 


spleen and acute membranous pharyngitis. The micro- 
scopic appearance of the kidney is shown in the figure. 

2.—Female, aged 23. Septic abortion; suppression of 
urine ; peritonitis. 

3.—Female, aged 29. Septic abortion and anuria. 
Necropsy: abscesses in uterine wall, acute septic spleen 
and areas of hemorrhagic degeneration and necrosis in liver. 
Many of the tubules of the kidney contained foamy pale 
eosinophil albuminous casts in addition to those of types 
already described. 

In other cases there was not definite anuria, but only 
oliguria or a high blood-urea. The kidneys presented 
a similar picture ; individual variations are described 
with the cases in which they occurred. 

4.—Female, aged 40. Difficulty with micturition and 
some incontinence. Necropsy: pyelonephritis diagnosed ; 
no evidence of pregnancy. 

5.—Female. Pregnancy. History of anuria doubtful 
but blood-urea 423 mg. per 100 c.cm. 

6.—Female, aged 30. Abortion. Owing to incontinence 
oliguria doubtful. Blood-urea 420 mg. per 100 c.cm. 
Necropsy : some purulent inflammation of uterus, cystitis, 


‘and mild subacute septic spleen. The kidneys were enlarged, 


weighing together 15} oz., and so white that, though lipoid 
flecks were absent, a naked-eye diagnosis of subacute neph- 
ritis was made; on histological examination, however, they 
showed the same picture as the others of the series. 

7.—Female, aged 35. Oliguria and _ fits. Abortion. 
Necropsy : partly organised resolving bronchopneumonia and 
mild subacute septic spleen; uterus clean. The kidneys were 
enlarged, weighing together 15 oz., and presented to the naked 
eye a similar appearance to those described. On micro- 
scopical examination there was much foamy pale eosinophil 
material in the capsular spaces and similar material or hyaline 
pale eosinophil casts in the majority of the tubules, but no 
hematogenous casts; subacute inflammatory reaction was 
slight and mainly in the medulla. 


In two other cases kidneys of the same type were 
found but there was no history of anuria or oliguria. 

8.—Female, aged 28. Septic abortion. Necropsy: puru- 
lent metritis, general peritonitis and subacute septic spleen. 
Microscopically the inflammatory infiltration in the kidney 
was greater in amount and more purulent in nature than in 
the other cases. 

9.—Female, aged 42. Septic abortion. Necropsy : fibrino- 
purulent inflammation of lining of uterus and mild acute 
septic spleen. 

These cases all occurred in women, and, except in one 
case, in association with abortion or parturition usually. 
accompanied by sepsis. The histological appearances 
suggest that the changes in the kidney are toxic in origin, 
but as the onset of anuria may precede the abortion or 
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parturition it appears that the toxic process is not neces- 
sarily puerperal in origin but may be initiated previously. 
Changes of the same type have also been found in the 
kidneys of similar cases which have received a transfusion. 

Material has recently been examined from a necropsy 
performed by Dr. C. C. Bryson on a woman aged 39 who 
had been injured in an air-raid, had received several 
transfusions and subsequently developed anuria. Her 
injuries consisted of a laceration, 3 cm. long, with hema- 
toma of the scalp, scabbed abrasions of the trunk and 
lower limbs and a small area of hemorrhage in the _ 
nephric fat; there was cedema of the arms and legs. 
The kidneys showed naked-eye and microscopic changes 
similar to those described above. The degree of tubular 
degeneration and inflammatory change was much in 
excess of what might have been expected if the produc- 
tion of hematogenous casts had been due to an incom- 
patible blood-transfusion, and in view of the presence 
of a similar picture in cases of anuria in which no trans- 
fusion had been given it appears that the transfusion 
was not the cause of the anuria in this case. 


SUMMARY 

Kidneys in cases of anuria with casts (not associated with 
transfusion) show degeneration of tubular epithelium ; 
casts consisting chiefly of red cells or blood pigment are 
numerous. The glomeruli are unaffected but the 
interstitial tissue is cedematous and contains foci of 
subacute inflammatory infiltration. 

Similar changes were found in a case of air-raid injury 
in which anuria followed transfusion and it was considered 
that this was not responsible for the changes. 

In view of the numerous transfusions now being given, 
it seemed worth noting that anuria with casts can arise 
independently of transfusion. 

I wish to thank Dr. W. Allen Daley, medical officer of 
health, London County Council, for authority to report on 
L.C.C. cases, Prof. W. G. Barnard for his advice and 
permission to use his cases and the medical superintendents 
of the hospitals concerned for clinical information. 


BACILLUS LACTIS AEROGENES 
INFECTION IN THE NEWBORN 
By Jean M. Cass, M.D. Lond. 


MEDICAL RESEARCH COUNCIL FELLOW ATTACHED TO THE BABIES 
HOSPITAL, NEWCASTLE-ON-TYNE 





In July, 1939 an outbreak of acute infection occurred 
in a maternity ward, affecting 5 infants, 2 of whom died, 
apparently as a result of B. lactis aerogenes septicemia 
or pyemia. The outbreak, though small, illustrated 
the fact that organisms which are harmless to adults 
may harm or kill young infants, and the incidence of the 
infection suggested that breast-feeding exerted a pro- 
tective influence. 

EPIDEMIOLOGY 

The ward in which the outbreak took place was one 
to which only mothers with puerperal infection and their 
babies were admitted. The newborn infants were kept 
in cribs in the nursery for the first few days, after which 
they were transferred to the mothers’ ward where they 
were put in cribs at the end of the ward. Any infant who 
was not thriving was kept longer in the nursery instead 
of being transferred to the ward. All the infants, 
whether sleeping in the nursery or in the ward, were 
weighed and had their napkins changed in the nursery, 
changing being done on a stand covered with a linen 
sheet. The same nurses attended to the mothers and to 
the babies, but they usually wore gowns while attending 
to the mothers and removed them before attending to 
the babies; they did not wash between handling the 
babies. Each feed was a test-feed and any supple- 
mentary feed which was necessary was made up at the 
time in the nursery by the nurse who weighed the child, 
and taken with the child to the ward where the mother 
fed it. All the bottles and teats were boiled together 
and left covered in the water in which they were boiled 
until they were required again. It will be seen that there 
were ample opportunities for the exchange of alimentary 
flora between all the infants in the ward, and had the 
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infants all been equally susceptible a highly infectious 
disease could have spread — through the nursery. 

The first child (A) to be affected was born on July 12, 
1939, in a clean ward which was apparently free from 
infection among either mothers or babies. Three days 
after birth it was transferred to the septic ward with its 
mother, because the mother had nes and an infected 
perineum. At this time the child appeared well and the 
other babies in the nursery to which it was admitted 
were free from infection except for one who was a fort- 
night old and had slight blepharitis and conjunctivitis, 
then clearing up. On July 17, child A became ill. The 
condition was not thought to be serious and the child 
was not removed from the ward until the 19th, when he 
was transferred to another hospital. On that day another 
child (B) sickened, and on the 20th a third child (C); 
again the onset was insidious and the condition was 
unrecognised until the 22nd. On the 23rd children 
B and C were removed to another hospital with a fourth 
child (D) who was apparently just beginning the disease, 
on the same day a fifth child (E) was thought to be 
developing symptoms but did not become really ill and 
was not isolated. Up to this time no precautions had 
been taken to prevent the spread of the disease; 12 other 
infants had been in contact with the infected infants but 
showed no evidence of the infection at any time. 

On July 23 all the healthy infants were removed 
from the nursery to the ward, but were changed and 
weighed as usual in the nursery. Next day the nursery 
was thoroughly cleaned and the walls and all the contents 
were washed or changed. No newborn infants were 
admitted to the ward or cared for by the nurses who 
worked in it until July 26, when fresh infants were 
admitted as usual, the only precautions being that 
they were changed on a separate stand, their feeding- 
bottles were kept apart from those of the 12 contacts, 
and the nurses were told to wash before and after hand- 
ling each infant. There was no further illness among the 
infants. 

The mothers of all the infants in this ward had a 
puerperal infection of one type or another, but no unusual 
type of infection. The medical, nursing and cleaning 
staffs were free from apparent infection. In view of the 
multiplicity of infections in the ward it was not con- 
sidered practicable to search systematically for the 
source of infection. 

There were 17 infants in the infected ward at the time 
of the outbreak; 5 others had been in contact with 
child A in the clean ward, and these 5 remained well. 
Thus, in all, 22 infants were in contact with the infection ; 
4 of the infants (A, B, C and D) in the infected ward 
were seriously ill and (E) had a mild abortive illness. 
The 4 sick infants were the only ones in the ward for 
whom breast-feeding had never been established. 
At the time of the outbreak 2 other infants were receiving 
only dried milk, but 1 was a fortnight old and had been 
breast-fed for the first ten days, and the other was a 
month old and had been breast-fed for the first fortnight. 
Child E, who had the abortive attack of the disease at 
the age of eight days, was breast-fed from the fourth 
day after birth. 

CLINICAL FEATURES 

The age of onset of the disease was between three and 
nine days. The initial stage was insidious and character- 
ised by the passing of relaxed yellow stools which were 
not unduly frequent and were not considered unusual at 
the time; there was reluctance to take feeds, an occa- 
sional small vomit and stationary weight. The colour 
was poor and the extremities felt cold. In the only case 
in which there is a record of the temperature at this stage 
it was 96-8° F. The initial stage varied in duration 
from twelve hours to four days. Child E recovered 
spontaneously at this stage of the disease. 

The second, or toxic, stage followed suddenly ; 
within a few hours the infant changed from one who was 
merely not thriving into a very ill child. The colour 
was greyish-blue and the extremities cold; the tem- 
perature was between 97° and 99° F. and the pulse-rate 
about 160; the child was slightly dehydrated but not 
sunken-eyed and the skin was not in the loose folds seen 
in acute gastro-enteritis. Motions were frequent, green 
and watery and in severe cases contained no curds or 
solid matter; they contained no blood or mucus. 
The child cried restlessly as though thirsty, and sucked 
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the first half ounce of fluid eoguiy but vefened to teke 
more. Vomiting occurred occasionally but was not 
severe. The two infants (B and C) in whom this stage 
of the disease was prolonged lost 8-12 oz, There were 
no signs of involvement of the central nervous system 
such as coma, convulsions, paresis, loss of tendon 
reflexes. Diarrhoea and occasonal vomiting persisted 
throughout this stage of the disease, but these symptoms 
were not severe enough to account for the gravity of the 
child’s condition, which seemed more like a toxemia 
than a primary gastro-enteritis. 

Child A died in this stage of the disease after twelve hours 
acute respiratory embarrassment, grunting respirations and 
cyanosis. At autopsy the lower lobe of the left lung was 
consolidated and a smear from its cut surface yielded Bacillus 
lactis aerogenes in pure culture. The right ear contained a 
little mucopus which yielded the same organism in pure 
culture. No histological changes were demonstrable in the 
wall of the jejunum, ileum or colon, but many bacteria were 
present in the lumen and mucosa ; the predominant organism 
in the contents of the colon was B. lactis aerogenes. 

Child D, who had never been extremely ill, recovered 
quickly from the second stage, improvement starting about 
twenty-four hours after the onset. The first sign of recovery 
was an improvement in the general condition, the colour was 
better, the temperature was between 98° and 99° F’. instead of 
around 97° F., and the amount of fluid taken at a feed 
increased, Within forty-eight hours the child looked normal 
and slept, cried and fed normally, but the diarrhcea persisted 
almost unchanged with 6-8 loose green stools daily and an 
occasional vomit. The stools gradually became curdled 
instead of watery. The later progress was complicated by 
mild staphylococcal and dysenteric infections, but neither of 
these affected the child’s general condition. A wound made 
over the internal malleolus for intravenous therapy became 
infected and broke down ; a week later an abscess (Staphylo- 
coccus aureus) developed over the left ankle, and an effusion 
appeared in the left knee-joint. The effusion subsided without 
aspiration; three weeks later radiography showed slight 
periosteal thickening over the lower end of the femur. During 
the convalescent stage the child passed a stool containing a 
little blood and mucus on two occasions. One of these 
yielded one colony of Shigella dysenterie Sonne. 

In the two remaining infants (B and C) the beginning of 
recovery was dramatic. Both had been extremely ill for 
several days; on the evening of the eighth day of the illness 
the temperature of the child B rose from 97° F., which it had 
been constantly for the previous four days, to 98°F. A few 
hours later the child was warm, its face had filled out, its 
colour had improved and it was sleeping peacefully. Next 
day the same changes occurred in the other child, C, after 
eight days of subnormal temperature and severe toxemia. 
In both cases vomiting ceased after this improvement and the 
children took their feeds better, but the stools did not return 
to normal until about a week later. In these two infants the 
temperature rose suddenly to 100° and 103° F. respectively 
between twenty-four and thirty-six hours after this clinical 
improvement. Pyrexia was attributed to infections with 
Staph. aureus. In child B an abscess appeared on the scalp 
at thistime. In child C an extensive staphylococcal infection 
of the subcutaneous tissues and skin of the arm had appeared 
thirty-six hours previously without pyrexia. The lesions in 
both cases localised rapidly to subcutaneous abscesses, 
drained freely and healed rapidly. In child B further 
progress was uninterrupted. In child C progress was .satis- 
factory until it died suddenly after a convulsion at the age of 
twenty-five days. At autopsy the only abnormal finding was 
a soft thrombus apparently in the early stages of suppuration 
in the umbilical vein about 4 in. from the umbilicus. B. lactis 
aerogenes was cultured from this thrombus in pure culture. 


BACTERIOLOGY 

The organism was a gram-negative cocco-bacillus, 
often occurring in pairs; it was non-motile with a 
clearly defined capsule. On MacConkey’s medium large, 
pink mucoid colonies appeared resembling typical 
colonies of B. lactis aerogenes. The cultural reactions of 
the organism isolated from the pus in the middle ear, 
the cut surface of the consolidated lobe of the left lung, 
the contents of the colon, and scrapings from the colon 
wall obtained at the autopsy of child A and from the 
thrombus in the umbilical vein and intestinal wall of 
child C were identical. The organism fermented lactose, 
glucose, saccharose, mannite, salicin, glycerin, cellobiose, 
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and inosite, and failed to ferment dulcite, inulin, indole and 
gelatin. The Voges-Proskauer and methyl-red reactions 
were negative and the citrate-utilisation test positive. 

Stools from all the cases were examined repeatedly ; 
no organisms of the enteric-dysentery-food-poisoning 
group were isolated from any specimens except for one 
colony of Sonne dysentery bacillus isolated on one occasion 
from child D. The first specimen of stools sent in the first 
4 cases yielded B. lactis aerogenes as the predominant 
organism or in pure culture. The infants were at this 
stage between seven and eleven days old. In child C 
the organism was still present in pure culture in the 
intestinal contents after death at the age of twenty-five 
days. In the mild case, E, mixed coliform bacilli were 
grown with a fair proportion of B. lactis aerogenes at the 
time of the loose motion at the age of eight days, and no 
further stools were examined bacteriologically. Catheter 
specimens of urine examined in the height of the disease, 
four and six days respectively after the onset in children 
B and O, were sterile. Cerebrospinal fluid examined on 
Blood- 
culture was sterile in B, C and D on the sixth, fifth and 
third days respectively of the disease. Post-mortem swabs 
from a pneumonic lung and infected ear in child A and a 
softening thrombus in the umbilical vein in child C 
yielded a pure culture of B. lactis aerogenes. The 
intestinal contents at autopsy in these cases yielded 
B. lactis aerogenes in pure culture or as the predominant 
organism. The remainder of the dried milk from which 
the infected and healthy infants had been fed was exam- 
ined and yielded ascanty growth of Staph. albus on culture. 

One week after the outbreak of diarrhoea the stools of 
6 healthy infants between three and nine days old in the 
ward in which the outbreak had occurred were examined ; 
2 yielded a scanty growth of B. lactis aerogenes, 2 yielded 
a very scanty growth, and in 1 no B., lactis aerogenes was 
isolated. Four months later the stools of 6 healthy 
infants between eight and fourteen days old, whose 
mothers were infected, were examined ; in 1 there was 
a fair growth of B. lactis aerogenes, in 1 a scanty growth, 
and in the remainder the organism was absent. All these 
infants were breast-fed. 


DISCUSSION 

The fact that so few succumbed to the infection and 
that the outbreak was so easily controlled, in spite of the 
persistence of the organism in small numbers in the 
stools of healthy, breast-fed infants in the same ward a 
week later, suggests that most of the infants had a high 
degree of immunity. In child E this was evidently the 
case, for although the stool contained a fair proportion 
of B. lactis aerogenes, only one relaxed stool was passed 
and the child was not ill; and this child was the only 
one who was being breast fed. The fourth child, D, 
although passing stools which yielded B. lactis aerogenes 
in pure culture was never gravely ill. This child received 
1 oz. breast milk on the second and third days after birth. 
The remaining 3 infants were all gravely ill and two of 
them died from the original infection. None received 
any breast milk and they were the only infants in the 
ward at the time who had never received breast milk. 

Since newborn infants can become ill as a result of 
infection with organisms which are not pathogenic in 
later life an overcrowded or understaffed maternity 
ward is highly dangerous to them. 


SUMMARY 

Of 22 infants in the nursery of a maternity hospital 
5 suffered from an acute infection. B. lactis aerogenes 
appeared to be the causative organism in all the cases. 
In 2 cases this organism invaded the blood-stream and 
was the cause of death. The clinical findings included 
mild diarrhoea and vomiting accompanied by severe 
toxic symptoms appearing abruptly. Recovery was rapid 
in those cases which survived. 

Staphylococcal infection occurred during the course of 
the illness in 3 cases, but was not thought to be primarily 
responsible. 


I wish to thank Dr. Richard Norton, bacteriologist at the 
City Hospital for Infectious Diseases, Newcastle-on-Tyne, 
and his assistant, Miss L. Aynsley, for doing the bacterio- 
logical work in this outbreak; Prof. A. F. B. Shaw for the 
histological work; Dr. J. C. Spence for his advice, and 
Dr. E. G. Brewis who performed the autopsy on child C. 
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CHRONIC HYPOGRANULOCYTOSIS 


By ALFRED PINEY, M.D. Birm., M.R.C.P. 
CONSULTING PHYSICIAN TO THE E.M.S.; PHYSICIAN TO 
8ST. MARY’S HOSPITAL, PLAISTOW 

Roberts and Kracke' called attention to a “fatigue 
syndrome ”’ accompanied by a persistent reduction in 
the number of leucocytes, especially of the granular ones, 
but interesting though this observation was, little 
attention has been paid to it, probably because blood- 
examination of ‘‘ tired’ patients is unusual. I cannot 
contribute to our knowledge of the frequency of this 
syndrome, but it may be of value to record one case, 
especially as the treatment of the condition is so 
vexatious. 

A married woman, aged 38, the mother of one child, had 
complained of persistent malaise for some three years during 
which she had been examined and investigated by several 
general practitioners and consultants. Nothing that could 
reasonably be supposed to be the cause of the symptoms was 
discovered, and, as is not surprising, its genesis was assumed 
to be psychological. The chest was clinically and radiologi- 
cally normal ; the urine and renal function unimpaired ; and 
gastric secretion (as tested by a fractional test-meal) was also 
normal. Her appendix was removed some two years before 
I saw her, but, so far as I could determine, this was done 
for psychological reasons; certainly, no symptoms or 
signs suggestive of infection of that organ had shown them- 
selves. 

The first blood examination was performed three years 
before the patient was sent to me ; and I was informed that the 
only abnormality was leucopenia (4200 white cells per c.mm.) 
and reduction of neutrophils (34%). This finding had not 
been regarded as having any #tiological significance ; and no 
treatment was instituted for it. When I saw the patient the 
condition .was much the same ; no clinical signs of disease, 
but leucopenia (3200 white cells per c.mm.) with 32% of 
neutrophils. 

As the Roberts-Kracke syndrome was known to me, I 
presumed that I was, for the first time, seeing an example of 
it ; and, with the optimism of ignorance, gave a good prognosis. 
Nuclein was given by mouth; liver extract (Neo-hepatex) 
by intramuscular injection; and purified milk-protein 
(Aolan) by the intradermal route. After six months of this 
treatment (weekly injections), the blood-picture was 
unchanged. The patient’s confidence in my prognosis was 
still not exhausted ; and I suggested that she be given six 
intramuscular injections of pentnucleotide on alternate days. 
The white cells rose to 3800 per c.mm., with 38% of neutro- 
phils for eight days, and then returned to their previous 
level. 

The patient now sought the advice of other physicians, and 
I saw no more of her for eighteen months, when, poorer but 
no better or wiser, she returned to me, with an unchan 
blood-picture. My optimism had now abated, and J had no 
rational suggestions to make. I was, however, persuaded to 
try once more ; and, for no special reason, decided to give her 
a course of injections of Hepatex-T, of which samples had 
been sent to me by the manufacturers.* That the treatment 
would be harmless seemed certain, and that the nicotinic acid 
might be of value seemed possible. The white-cell count was 
3300 per c.mm., with 34% of neutrophils on the day of the 
first injection (2 c.cm.). On the seventh day (after daily 
injections of the same amount), the white cells were 4800 per 
¢.mm., with 48% of neutrophils. The patient now returned 
home, where she continued to have injections, given by her 
own doctor; and when I saw her seven weeks later her white 
cells were 7600 per c.mm., with 69% of neutrophils. I have 
seen her once more since then, six months after all treatment 
had been stopped, and her blood-picture was normal whilst her 
symptoms had vanished. 


The case seems to be worthy of record because the 
leucopenia (and symptoms) had persisted for some five 
years in spite of all kinds of treatment, so that it seems 
reasonable to assume that the ultimate improvement was 
due to the injections of hepatex-T, a fact for which I 
cannot find any rational explanation. 


1. Roberts, S. R. and Kracke, R. R. J. Amer. Med. Ass. 1930, 95, 
780. 

S Hepatex-T (Evans Sons Lescher and Webb) contains liver extract, 
vitamin B,, riboflavin, nicotinic acid and vitamin B,. 


[Marcu 15, 1941 
Medica] Societies 


FACULTY OF RADIOLOGISTS 





AT a meeting of the faculty on Feb. 21, Dr. WALTER 
LEvITT, the vice-president, who was in the chair, opened a 
discussion on the 


Organisation of Radiotherapy in War-time 


He said that in no branch of medicine had the disorgani- 
sation been so complete as a result of the war as in radio- 
therapy. A recent census by the faculty of the work 
being done in the radiotherapeutic departments of the 
voluntary hospitals in London showed that the number 
of X-ray treatments per day averages about 176, com- 
pared with 321 before the war—55% of the pre-war total. 
Therefore 45% of patients previously treated in London 
hospitals are not coming now for treatment. This 
reduction in numbers is not due to any contraction of 
facilities, because facilities in the hospitals are not being 
used to the full. It is largely due to dispersal of the 
patients themselves over the countryside, often to places 
where facilities for diagnosis are limited and facilities for 
therapy non-existent. This state of affairs was foreseen, 
and early in the war members of the faculty approached 
the Ministry of Health and asked that a radiotherapeutic 
service should be organised on the lines of the E.M.S. The 
ministry replied that it was the duty of the voluntary 
hospitals to make their own arrangements to meet the 
emergency. Late in 1940, however, the ministry agreed 
to put at the disposal of cancer patients a generous 
number of beds in E.M.S. hospitals, provided that the 
cost of maintenance was borne by the voluntary hospitals 
from which the patients would be referred. This did not 
seem unreasonable, and progress has been made with a 
scheme for London and other large centres on those lines. 
Such schemes would mean that patients at present 
treated in London would be moved out and treated in 
safer areas. Facilities would be concentrated in one, 
two or possibly three places, so that apparatus would be 
economised. But schemes of the kind would not cover 
the 45% of dispersed patients. Presumably these could 
only be treated at clinics set up in suitable places, and to 
set them up would require funds. He understood from a 
recent circular (2283) that the Ministry of Héalth is 
prepared to permit the treatment of evacuated persons 
in E.M.S. hospitals, and it seemed possible that the 
ministry will be prepared to bear the cost of such 
patients. If so, the difficulty may be solved. 


Dr. MALCOLM DONALDSON, speaking as a member of 
the Radium Commission, said that the present chaotic 
state of radiotherapy was foreseen as far back as March, 
1939, and the commission had conferred with representa- 
tives of the British X-ray and Radium Protection 
Committee, King Edward’s Hospital Fund, and the 
Ministry of Health. ‘Tivey urged the ministry to make a 
compulsory register of al! holders of radium, so that they 
could be required to place it in an approved safe deposit 
in time of emergency ; it would be dangerous if dispersed 
by a bomb. The commission attempted to draw up a 
voluntary register but it was not by any means complete. 
The ministry thought a compulsory register unnecessary, 
and the commission then decided to protect the radium 
which was in their own hands. Large numbers of 
casualties were expected in London alone, and it was 
thought that there would be little room for cancer 
treatment. On the outbreak of war the radium belong- 
ing to the Radium Trust was put down the safety holes, 
and with it a certain amount of private radium. At the 
end of three weeks there had been no bombing, and the 
commission tried to get radium therapy going again. 
They asked the ministry to start some country centres in 
which radium therapy could be carried out in compara- 
tive safety, the radium being applied in isolated buildings 
or huts which, if a direct hit was received, could be fenced 
round and isolated for the remainder of the war. The 
ministry decided that there was no necessity to have such 
centres and that. interstitial radium should not be used 
but only radon. The commission therefore sent round 
another circular leaving individual centres to decide how 
much radium work they should undertake, but pointing 
out the advisability of setting up country centres. Only 
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two centres—Manchester and Sheffield—took this advice, 
but they are glad they did so. The commission has 
repeatedly tried to persuade the ministry to start country 
centres, and largely through the energy of Dr. Levitt 
they are at last taking an interest in the matter. In the 
London area three centres have been suggested and for 
the rest of the country possibly six. The commission, 
jointly with King Edward’s Hospital Fund, are discussing 
the formation of a centre at Mount Vernon Hospital. 
Such a centre should be a unit of about 200 beds with 
a staff of radiotherapists and possibly surgeons chosen 
from the hospitals taking part in forming the centre. 
All the cases that need radiotherapy should be sent out 
tothem. An isolated hut should be put up for treatment 
of radium patients. 

Mr. E. Rock CARLING emphasised the importance of 
having competent physicists attached to any radio- 
therapeutic unit. Such centres should be complete in 
themselves, with radium-therapists, X-ray therapists 
and physicists working with the specialists in surgery 
and medicine. Apparatus and laboratories should be 
moved not to an isolated hut but to an established 
general hospital where all facilities are available. 
Radiation treatment has not been standardised like 
brain surgery. A radiotherapist is sometimes rather 
reluctant to transfer a patient into the care of another 
radiotherapist who uses different methods. Without 
readiness to collaborate, and a consensus of opinion as 
to proper methods of treatment, it will mean much 
duplication of apparatus and technicians. It will 
probably prove necessary, however many centres are 
established, to allow radiotherapists of any given insti- 
tution to have access to the apparatus for the treatment 
of their patients. 

Later in the discussion Lt.-Col. A. B. SMALLMAN 
(medical officer, Ministry of Health) said that the Radium 
Jommission began moving in the matter of the protection 
of radium some months before war broke out. After 
two months of war the ministry, in conference with 
representatives of the voluntary hospitals, decided that 
X-ray treatment could safely be carried on in the hos- 
pitals in the ordinary fashion ; and that radium treat- 
ment should also be carried on with the precautions 
which the commission recommended. It was thought 
that the type of small country radium centre suggested 
might divorce radium treatment from other forms of 
cancer treatment. Throughout the summer of 1940 
X-ray treatment was carried on in an ordinary, and 
radium treatment in a restricted, fashion, but in the 
autumn of 1940, when hospitals were bombed and many 
X-ray departments were closed, radium therapy was 
restricted even more. It seemed that the best thing 
would be to form cancer-treatment centres in hospitals 
outside the large towns of such a nature that all the 
radiotherapeutic apparatus and staff could be transferred 
to them ; the surgeons being there already, they would 
serve as real cancer-treatment units. The ministry is 
prepared to give what help it can in the direction of 
cancer-treatment centres working through the agency of 
the E.M.S. As regards the Cancer Act, the time which 
local authorities are expected to submit their schemes for 
treatment has been postponed until March, 1942. When 
the act finally comes into operation it is expected that 
the treatment centres will be formed on a regional basis, 
a number of local authorities combining to form a centre. 
Radiotherapeutic centres set up in hospitals outside large 
towns should therefore be on a regional basis and should 
receive patients not only direct but also by transference 
from the hospital with which they were associated in the 
town and from any other hospital within a reasonable 
distance. At the end of the war they could then be 
transferred back to the large town in which the radium 
centre originally operated. 


Dr. A. P. Boot (Wolverhampton) described the work- 
ing of a centre run jointly in a county-council hospital 
between Birmingham and Wolverhampton for the pur- 
pose of carrying out radium treatment in a safe area ; 
the X-ray work was maintained in the parent hospitals. 
This ran from January to June, 1940, but was ultimately 
given up, partly on financial grounds, partly because one 
hospital had to take in a large convoy of wounded, but 
largely because the constituent units both found it 
preferable to bring the work back into their own central 
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hospitals. The decision was influenced by opinion 
among members of the contributory scheme that if the 
factories and factory workers were willing to work in 
dangerous areas the hospital should do likewise. 

Dr. F. Exxis- (Sheffield) described the establishment 
of a country centre, first 18 miles out of the city and later 
at Buxton 25 miles away. X-ray apparatus was also 
moved from the infirmary to the outskirts of the town, 
with available beds at a nearby hospital. The travelling 
time involved in the working of a split centre of this 
type is greatly increased because the infirmary now only 
operates as a coérdinating and consultation centre. 

Dr. B. W. WINDEYER (Middlesex Hospital) thought 
that so long as London continued to be inhabited it is 
important to provide for outpatients. It would be a 
retrograde step to set up radiotherapeutic centres 
divorced from the clinical and pathological department 
of a general hospital, because the arrangement might be 
perpetuated after the war. 

Dr. T. A. GREEN (St. Thomas’s Hospital) said that 
a block of available E.M.S. beds would be of 
great advantage: to hospitals incapacitated by heavy 
bombing. 

Dr. G. LireBA BuckKLeyY (Bournemouth), described 
heavy difficulties on the coast. Beds were restricted 
owing to the demands of London evacuees and military 
cases. 

Dr. J. RALSTON PATERSON (Manchester) in closing the 
discussion said that since the war far fewer people suffer- 
ing from cancer are being treated by radiotherapy than 
before the war. Those not receiving treatment are just 
as much casualties as people injured by enemy action. 
Centres have either gone out of action or been deserted 
by the patients. More loss has occurred by dispersal 
and by failure to make contact with patients in their new 


surroundings than by disorganisation of treatment 
facilities. Nevertheless in some areas treatment facilities 


are also lacking, and waiting-lists are being created 
which are not being dealt with. In cancer a waiting-list 
of any length should never occur. A delay of 6-8 weeks 
will convert most of the curable cases into those which 
can only be given palliative treatment. Before the war 
responsibility for the treatment of most of the civilian 
sick, including cancer cases, lay with the voluntary 
hospitals; even in war the voluntary hospitals are 
responsible for continuing that service. Too much 
demand is made on the Ministry of Health to shoulder 
the whole problem. The policy of regionalisation by 
which the best economy of material and personnel would 
be achieved has so far failed. No aggregated centre 
is in action. 

In Manchester the vulnerability of radium to bombing 
was first met by burying the radium in a bore hole ; but 
it was such a delaying method that it seemed likely to 
upset the work entirely. In January, 1940, a small 
country unit was put into operation, consisting of a house 
with an operating-room and 20 beds. It is possible here 
to cope with work which would normally require 50—60 
beds, the patients returning to the central hospital as 
soon as the radium treatment is over. The unit is 
integrated with the central hospital and is thus able to 
deal with many more patients than if it were operated 
as a radium centre with only its own bed accommodation. 
When real bombing started the work of hospital clinics 
was handicapped because people were unwilling to come 
to a target town. Fortunately there were many clinics 
in towns in the surrounding area of North and East 
Lancashire and in Cheshire to which the work of the central 
clinics could be referred. The loss of patients at the 
central clinics was thus taken up almost entirely by these 
outside clinics. Total beds were much cut down, and 
this was offset by switching over a large amount of 
palliative X-ray therapy to short-term courses of four 
days or one day. Priority-right to 40 or 50 beds in one 
of the E.M.S. hospitals outside Manchester has been 
obtained and will be taken up if Manchester becomes 
uninhabitable. Each therapist, each voluntary and 
municipal hospital carrying out therapy, and each radium 
centre should face its own problems and solve them itself 
to the best of its ability. That does not preclude getting 
together with other hospitals, but does condemn the 
idea that somebody else should be responsible for getting 
things done. Each unit should keep its own clinics going 
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and when necessary create new ones, to ensure that as 
many patients are now seen as were seen formerly ; and 
it should keep its own plant going or get hold of plant in 
other hospitals as might be locally expedient. It is 
important to get rid of the idea of “my patients,” 
‘‘ their patients,’’ ‘‘ county patients,”’ and the like, with 
all the anomalies which arose from such conceptions. 
He thought that the ministry should help with addi- 
tional expenditure; the simplest plan is that cancer 
patients should count as E.M.S. cases from the point of 
view of warding and maintenance. 


EARLY MATERIA MEDICA CABINETS IN 
CAMBRIDGE 





Mr. E. Saville Peck at a recent meeting of the 
Pharmaceutical Society described the materia medica 
collections of Vigani, Addenbrooke and MHeberden. 
When Queens’ College allowed the Antiquarian Society 
to look over the library in 1922 a chest was noticed under 
the staircase ; there was no inscription on it, but the late 
president, Wm. Fitzpatrick, was kind enough to search 
among the college papers and found several invoices, 
letters and receipts bearing Vigani’s name. Mr. Peck’s 
examination of the labels on the specimens in the chest 
satisfied him that the writing on them was the hand- 
writing of John Francis Vigani, a native of Verona who 
was appointed professor of chemistry at Cambridge in 
1703 and lectured at Queens’ College from his collection 
of materia medica specimens. The contents of the chest 
consist of over six hundred specimens. John Adden- 
brooke’s chest, which is now in St. Catherine’s library, 
contains besides the drugs many geological specimens 
which he collected and labelled when an undergraduate, 
at the end of the seventeenth century. The chest was 
presented to St. Catherine’s College by Addenbrooke 
himself before his death ; in the college steward’s account 
book of 1705-16 there is the following undated entry : 
** Library account given to Dr. Adenbrooke’s man for 
bringing ye materia medica presented by ye doctor his 
master to ye library 00.5.0.’ The chest itself is made of 
deal and contains some 20 drawers, each divided by 
wooden partitions with compartments about 3 in. 
square. Mr. Peck said that perhaps the best of the 
collection were the gums, resins, roots and rhizomes, 
barks and woods and seeds ; some of these specimens are 
labelled by Addenbrooke himself. William Heberden’s 
chest contains the collection of materia medica which he 
formed to illustrate his lectures at St. John’s of which 
he was made a medical fellow in 1734. The cabinet is of 
oak and contains in the upper portion 28 drawers and 
below a cupboard with two shelves. Four of the drawers 
contain an extraordinary collection of seeds, medicinal, 
culinary and horticultural. Two drawers are filled with 
specimens of flowers, nuts and fruits of great variety and 
six others contain specimens of roots; the contents of 
other drawers consist of woods, including lignum guaiaci 
and sassafras, and of substances in stoppered bottles such 
as balsam of copaiba, balsam of Peru, oil of cloves, and 
oil of mustard. All these cabinets have many points of 
similarity : those of Vigani and Heberden are certainly 
alike in design. All three contain almost identical 
substances, most of which are mentioned in Culpepper’s 
Herbal and the London Pharmacopeia of that time. 
As Mr. Peck said, Cambridge is fortunate in preserving 
such treasures. 


HospiraL TREATMENT FOR Evacuatep Prrsons.—The 
Minister of Health has decided (Circular 2283) that treat- 
ment in general E.M.S. hospitals shall be provided (so 
far as accommodation permits) to all homeless and evacuated 
people who are billeted or otherwise accommodated at the 
Government's expense, and also to people who move privately 
from evacuation areas into reception or neutral areas if their 
residence in the new area may be assumed to be temporary. 
As a rough guide, people are to be regarded as temporary 
residents if they remain liable to pay rent or rates on their 
homes in the evacuation area, or would remain liable but for 
damage to their houses by enemy action. Contributions to 
the cost of their treatment will be recovered by the hospital 
at the usual rates from the persons concerned. 
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Mosquito Control 

By W. B. Hers, Sc.D., and H. F. Gray. London: 

Humphrey Milford, Oxford University Press. Pp.317. 20s. 

THE authors of this rather unusual book are mainly 
concerned with mosquitoes as nuisances and with the 
control of them, particularly with the problems that 
arise in North America. They give little attention to 
what has been done in Europe or the tropics, and not 
much to the contro! of mosquitoes in relation to yellow 
fever or malaria. One might therefore perhaps com- 
plain that the title of the book is almost misleading in 
that it is much more extensive than the text. Within 
its rather restricted field, however, it is a good book, 
practical and sensible in tone and based on much field 
experience. The European reader will be interested and 
instructed to see the extent to which American workers 
rely on publicity, persuasion and on getting on the 
right side of people; and it throws considerable light 
on the particular problems of dealing with rice fields, 
‘“* duck clubs’’ and urns and flower pots in cemeteries. 


Holt’s Diseases of Infancy and Childhood 

(llth ed.) Revised by L. Emmerr Hour, Jr. M.D., 

associate professor of pediatrics, Johns Hopkins University ; 

and Rustriy MclInrosu, M.D., Carpentier professor of 
pediatrics, Columbia University. London: D. Appleton- 

Century Company. Pp. 1421. 50s. 

For this edition a large number of colleagues of the 
two revisers have been called in to advise, collaborate 
and contribute. This, it is claimed, gives all the 
advantages of multiple authorship without the usual 
uneven style and length of individual contributions. 
Certainly it seems to make this volume more valuable than 
its predecessors, good as they were. Many sections are 
completely new, such as the new chapter on the eye, 
and many have been enlarged. The whole book has 
been revised and some parts almost completely rewritten. 
The general introductory chapters are well done and 
there are some useful growth charts and tables of ossifica- 
tion. Many new illustrations have been added to what 
was already a well-illustrated volume. 


Medical Reports of John Y. Bassett, M.D. 
Edited by Prof. Danret C. Exe, M.D., Atlanta. 
field, Ill.: Charles C. Thomas. Pp. 62. $1-50. 
to the Harvey Cushing Library at Yale.) 

OnE of the most prized parerga of Sir William 
Osler is ‘‘ The Alabama Student ” : and in this charming 
volume are reprinted the original papers the reading of 
which launieel Osler to commemorate a forgotten worthy. 
Reading them now it is easy to understand the spell 
which they cast on Osler’s receptive mind. With the 
addition of a few facts about Bassett unknown to Osler 
the picture of the life of a highly intelligent and devoted 
student of medicine and the humanities stands out 
vividly in these pages. Bassett was not only in love 
with his profession but also with his fellow men, and 
had the capacity and literary talent—how cultivated is 
obscure—to set down his experiences, his speculations 
and his laboriously acquired knowledge in words and 
phrases that reflect both his own admirable character 
and the persons and manners of the men among whom 
he spent his life. Every man, it is said, has it in him 
to write one good book; and it is clear in these few 
pages that Bassett had it in him to have written at least 
ane first-rate novel of manners. He had the power to 
draw a character in a few lines and to seize the essential 
points of the pageant of the ordinary life of his place 
and times; and had the spirit moved him to tell a 
connected story of the Alabama life of his day, we 
cannot doubt that his picture would have been as true 
and striking as that of any of the renowned novelists. 
But he lived before the days when the composition of a 
novel is the natural outlet for a doctor with literary 
tendencies; and so far as we know his written relics 
are limited to these two attractive papers. Among the 
devoted servants of medicine in the past there must be 
others no less worthy of renewed life than the Alabama 
student, but it needs the love of research into the past, 
and the kindred spirit which moved Osler, to reanimate 
their forgotten ghosts. 
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FOOT-AND-MOUTH DISEASE 


Most medical men will have felt some sympathy 
with the views of those who have lately been urging 
the abolition of the Government’s slaughter policy 
in the control of foot-and-mouth disease. The Duke 
of WESTMINSTER * has described how he has overcome 
outbreaks in his pedigree dairy cattle, and he has had 
the support of such authorities as Lord BLEDISLOE. 
On the face of it the slaughter of all infected cattle 
seems a desperate measure for a disease with a low 
fatality, especially now when we need all the meat and 
milk we can get. The opponents of slaughter argue 
that the disease could be as effectively and nore 
economically controlled by a combination of isolation 
and inoculation, and also that research can make little 
progress while all infected animals are immediately 
killed. 

Like influenza in man, foot-and-mouth disease 
comes in waves and favours the winter months. It 
attacks cattle, sheep and pigs, in that order of import- 
ance, but may also be carried by other animals, such 
as rabbits, rats, foxes, hedgehogs, and possibly birds, 
by human beings, in contaminated food, and perhaps 
in dust. It is one of the most contagious diseases 
known. As the name implies the lesions are mainly 
found in the mouth and feet ; they consist of vesicles 
on the tongue, buccal mucous membrane and gums, 
which produce an exaggerated flow of highly infectious 
saliva, and similar blistering just above the hoof or 
behind the claws leading to lameness. In dairy 
cattle the udder may be involved, and hence human 
cases have arisen in milkers. and milk-drinkers. 
Recovery within two or three weeks is the rule—the 
fatality in adult animals is not more than 2-5°%,—but 
complications such as mastitis, local necrosis round the 
lesions and even shedding of the hoof are not uncom- 
mon and may greatly prolong the illness or even make 
it necessary to destroy the animal. Occasionally the 
disease takes the form of an acute gastro-enteritis, and 
in young animals a septicemic form, without local 
lesions, is highly fatal. The cause is a virus, of which 
three main immunologically distinct types are known. 
From the farmer’s point of view it is not so much the 
killing powers of the disease which are to be feared as 
the loss of flesh from wasting and of milk from reduced 
lactation. In most continental countries foot-and- 
mouth disease has long been endemic and it appeared 
in this country a hundred years ago. Until measures 
for preventing the import of infected animals and for 
dealing with outbreaks here were taken, towards the 
end of the last century, there were repeated epizodtics 
in Great Britain, of which that of 1883-84 affected 
half a million animals. Since then the incidence here 
has been small compared with that abroad ; thus in 
1937 and 1938 there were 37,000 and 667,000 out- 
breaks in Germany, compared with 187 and 190 here. 

In this country attempts at curing the disease are 
not allowed ; when an outbreak is reported and con- 
firmed all affected animals are destroyed and restric- 


1. Sunday Times, Feb. 23, 1941. 
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tions are placed on the movements of all farm animals 
within a 15-mile radius. Before the war the carcasses 
of both cases and contacts were destroyed, but now 
although contacts must still be slaughtered their meat 
is saved for food. Compensation is paid by the 
Government for all animals slaughtered, but in the last 
fifteen years the cost of this has not averaged more 
than £100,000 a year. Compared with this figure the 
estimated losses abroad are gigantic: for instance, 
the Germans put theirs as £83,000,000 for 1937-38. 
Where the disease is endemic a slaughter policy is 
impracticable, but it seems that most European coun- 
tries would adopt one if they could. The alternative 
is strict isolation of infected herds with the use of 
vaccines. Isolation in such a disease is extremely 
difficult—if dust and birds can really act as carriers, 
almost impossible ; and if slaughter was abandoned 
there would be great danger of dissemination. Ever 
since the Foot-and-Mouth Disease Research Com- 
mittee was set up in 1924 intensive studies have been 
made of methods of immunisation, and much 
knowledge has been and is still being accumulated at 
the research station at Pirbright. The Germans, too, 
have been similarly engaged, and two years ago 
WALDEMANN and Koss? reported a high degree of 
immunity in cattle injected with an attenuated virus. 
They claimed that there were only 3-3°%, of failures 
after the composition of the vaccine had been satis- 
factorily stabilised, but 1 animal in 108 developed the 
disease as the direct result of vaccination. In a 
country where foot-and-mouth disease is endemic even 
a partially successful vaccine would be valuable, but 
here its advantages must be offset by the added risks 
of introduging into the general animal population 
immunes which might act as carriers and imperil our 
vast export trade in pedigree livestock. The sugges- 
tion that adherence to a slaughter policy has led to 
neglect of research and experiment has been denied 
by Mr. R. 8. Hupson,? and he makes it clear that it 
will need stronger arguments than those so far 
advanced to move the Government from their present 
policy. 


ANDROGENS IN GYNAECOLOGY 


TESTOSTERONE propionate has given satisfactory 
results in a number of gynecological complaints, 
notably functional hemorrhage and painful chronic 
mastitis, and may prove useful in dysmenorrhea and 
postpartum engorgement of the breasts. J. W. 
HurrmMan* of Chicago has made a critical experimental 
and clinical survey of the possibilities of androgenic 
therapy and largely agrees with previous workers. He 
treated 22 cases of functional uterine hemorrhage with 
250-450 mg. of testosterone, given in doses of 25 mg. 
every other day. Some of these patients had been 
very stubborn bleeders, notably one who at the age 
of 24 had been curetted six times. He found the 
following sequence of events to be usual : for the first 
10-14 days of treatment bleeding would continug as 
before ; after that the flow would gradually lessen 
and stop by the 18th day. When the flow ceased he 
gave three additional injections. The interval of 
amenorrhea thus provoked varied in his cases accord- 
ing to the size of the dose used; with doses up to 
450 mg. the longest interval noted was 103 days. 


2. See Lancet, 1938, 1, 1404. 3. Sunday Times, March 9, 1941. 
4. Amer. J. Obstet. Gynec. 1940, 40, 675. 
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After this interval a scanty flow lasting 1-3 days is to 
be expected, to be followed in a month’s time by a 
slightly heavier period and thereafter if all goes well 
by normal periods which may in time become heavier 
and longer. If the bleeding recurs severely the course 
of injections is repeated. Several papers have 
appeared on the treatment of painful chronic mastitis 
with androgens, and A. W. Spence® has reported 
favourably on the use of testosterone by injection and 
inunction. The rationale of this treatment is a 
reduction of glandular activity and it is reasonable to 
carry the argument a stage further and test this theory 
on puerperal patients in whom it is necessary to 
inhibit lactation. R. Kurzrok and C. P. O’ConNELL * 
report successful inhibition of lactation in 19 out of 21 
recently delivered women who were given 25 mg. of 
testosterone propionate intramuscularly twice daily 
for 1-3 days. None of the patients had notable breast 
engorgement on this-treatment. P. V. Durry and 
J. Corsaro’ have extended this investigation and 
reported on 25 cases of recently delivered women in 
whom it was found advisable to inhibit lactation. 
The optimum time for the exhibition of the testos- 
terone is 48 hours after delivery and the effective dose 
at this time was found to be 50-75 mg.; this regime 
was successful in 18 of the 25 cases. In the remaining 
7 testosterone was ineffective in similar dosage ; this 
they attribute to the mistiming of treatment—for 
instance, in 4 of the 7 it was started after the full 
establishment of lactation and failed, while in the 
other 3 it was begun immediately after delivery and 
also failed. These results are explained by Durry 
and Corsako in this way. During late pregnancy 
ovarian hormones responsible for breast proliferation 
are present in large quantities, and these hormones 
are inhibitory to the action of the anterior pituitary 
lactogenic hormone. After delivery there is a rapid 
withdrawal of these inhibitory cestrogenic factors, and 
the prolactin is thus free to initiate a secretion of milk. 
The continuation of this secretion is largely dependent 
on the peripheral stimulation of suckling. If testos- 
terone is injected immediately after delivery in a 
relatively modest dose of 50-75 mg. it will largely 
have been excreted, along with the inhibitory cestro- 
gens, by the end of 48 hours, and insufficient quantities 
will ke left to counteract the secreting activities of 
prolactin. Hence the failure of Durry and Corsaro 
to inhibit lactation in 3 of their cases; no doubt a 
larger dose would have been effective. In their 
remaining 4 failures the inhibiting effect of testos- 
terone was set at nought by the stimulus of suckling. 
The conclusion is that if testosterone is to be effectively 
used for stopping lactation in the recently delivered it 
must be accurately timed and the treatment started 
48 hours after delivery; a daily dose of 25 mg. 
repeated twice or thrice combined with withdrawal 
of the baby from the mother should be sufficient. 
Similar results are to be expected by the use of methyl 
testosterone by mouth in doses of 25 mg. every four 
or six hours. If this proves as effective as stilbcestrol 
the obstetrician will be armed with another simple 
means of treating what used to be a difficult and 
painful condition in the puerperium. 

American workers have reported favourably on the 
treatment of dysmenorrhcea with androgens. J. P. 


5. Lancet, 1939, 2, 820. 6. Endocrinology, 1938, 23, 476. 
7. J. Amer. med. Ass. Jan. 4, 1941, p. 33. 
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GREENHILL and 8. C. Freep,® using a dose of 25-50 
mg. of testosterone three times a week for the two 
premenstrual weeks, report that half of their cases of 
dysmenorrheea continued to benefit a year after dis- 
continuation of the treatment. While these results 
are promising, it must be remembered that in cases 
of dysmenorrhea close investigation is needed to 
exclude the psychological effect of an injection of 
anything. It would be worth while for gynecologists 
in this country to treat a large series of cases of 
dysmenorrhea with the androgens and compare them 
with proper controls, to settle whether we have at last 
found the answer to the maiden’s prayer. 

Some pathological and clinical sidelights are note- 
worthy. Thus, if the total dosage of androgen exceeds 
400 mg. enlargement of the clitoris is liable to occur, 
though this is purely transitory, passing off with the 
cessation of treatment. Biopsy of the endometrium 
after treatment with testosterone should show a 
resting phase with few small inactive glands, straight 
and tubular in shape and lined with a single layer of 
cells with small basal nuclei ; the appearance is that 
of inactivity rather than senile atrophy. In one case 
Hvur¥rMan opened the abdomen and removed an ovary 
and was thus able to observe what changes took place 
after 350 mg. of testosterone. The ovarian cortex 
contained small atresic follicles, but no young corpora 
lutea. The follicles were lined with small shrunken 
granulosa cells. Primordial follicles were present, but 
no ripening or mature graafian follicles. The granu- 
losa layer of all follicles was thin, with pale shrunken 
cells showing no sign of activity. The advantages of 
androgen therapy for functional bleeding are several 
— it is probably the most effective of the non-surgical 
methods of treatment, it is ambulatory, and there is 
every reason to believe that it preserves the repro- 
ductive ability of the patient. But it has a slight 
tendency to produce temporary masculinising pheno- 
mena, especially if the doses overstep a threshold of 
about 200 mg. It offers a potent means of arresting 
functional bleeding, but bleeding is only to be diag- 
nosed as functional after careful clinical examination 
has excluded all organic causes. An exploratory 
curettage may be necessary or at least an endometrial 
biopsy. For those who have not the skill and 
experience to do these things and to interpret the 
pathological findings, the androgens offer a tempting 
but dangerous line of treatment. They should eschew 
it as earnestly as they would condemn a man who treats 
irregular uterine bleeding in a woman after the 
menopause with a bottle of ergot instead of a vaginal 
examination. 


PYROTHERAPY OF G.P.I. 

Mauakia therapy will always be associated with the 
name of Wagner-Jauregg, who won the Nobel prize 
for introducing it. His researches revolutionised the 
treatment of early and latent neurosyphilis as well as 
of general paralysis of the insane, and malaria is now 
being employed as a prophylactic agent in patients 
with a positive Wassermann reaction in the cerebro- 
spinal fluid, who must be regarded as potential cases 
of G.P.I. Malaria therapy was tried out in Vienna 
in 1918, and it was not until four years later that 
the first patient was inoculated in England. Since 
8. West. J. Surg. 1939, 47, 301; and Amer. J. Obstet. Gynec. 1940, 

39, 636. 
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then this treatment has been widely adopted here, 
a special centre at Horton Hospital, Epsom, having 
been opened in 1925. The new form of therapy 
stimulated research into other ways of producing fever, 
and it was not long before chemical agents such as 
Sulfosin (a solution of sulphur in olive oil) were found ; 
later, physical means were adopted, including 
diathermy and other electrical agencies such as the 
Kettering hypertherm. 

A committee presided over by Prof. Paut A. 
O'Leary ' have now compared the relative merits of 
malaria and artificial fever produced by physical 
means. In their collected series 1100 patients were 
treated with malaria and 320 with artificial fever. 
The comparison is uneven, but justifies some definite 
conclusions. Evaluating their results in terms of 
clinical and serological response they find that clinical 
remission can be obtained in more than half the cases 
of early or mild paresis by either method ; but with 
severer degrees of paresis the chances of recovery are 
more favourable with artificial fever. On the other 
hand, once a complete remission is attained, there are 
slightly fewer relapses with the malaria-treated cases 
than with those who had been given artificial pyrexia. 
The fatality is reported to be higher with malaria. In 
about a quarter of the malaria cases and over four- 
fifths of the artificial fever cases serological tests were 
carried out after treatment. Reversal rates of the 
Wassermann reaction in the cerebrospinal fluid were 
not only more rapid but about twice as common with 
malaria as with artificial fever. Some of the results 
may have been coloured by the supplementary use of 
chemotherapy. The duration and intensity of fever 
have been carefully related to clinical results in the 
patients treated by artificial fever, the best results 
being obtained with a moderate duration of 56 hours 
and high intensity, with a maximum temperature of 
106° F. Unfortunately, no comparable figures are 
given for malaria. At the treatment centre at Horton, 
Nico, and Hutton * have analysed 150 cases which 
were examined serologically before and after treat- 
ment, and have also reported on the histological 
findings in the brains of 88 treated cases and 39 
untreated. They employed malaria exclusively in 
treatment, and claim, on the evidence of a reversal 
of the Wassermann reaction in the C.S.F., that it is an 
effective spirocheticidal agent in 85% of cases. Of 
the brains examined post mortem those of the treated 
cases showed none of the histological appearances of 
G.P.I., whereas in the untreated cases there were 
perivascular changes and spirochetes were present in 
the parenchyma. 

Although malaria has been employed now for some 
twenty years in the treatment of neurosyphilis, the 
explanation of its effects is still uncertain, and the 
same must be said of artificial fever. Malaria stimu- 
lates the reticulo-endothelial system and probably 
electropyrexia does the same. Not only is our 
information incomplete regarding the disappearance 
and destruction of the spirochete under treatment, but 
the degree of fever necessary to produce this result is 
still uncertain. Nor is it generally agreed that a 
course of fever should be supplemented with chemo- 
therapy ; Nicot and Hutton find that malaria alone 
will produce a negative cerebrospinal fluid and a 
- O'Leary, P. A. et al. J. Amer. ned. Ass. 19, & 115, 677. 


Nicol, W. D. and Hutton, E. Proce. Soc. Med. 1937, 
30, 623. 
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lasting remission. O’LEARY and his committee, 
however, think it important that both malaria and 
artificial fever should be combined with chemotherapy 
in order that as high a C.S.F. reversal-rate as possible 
should be gained and maintained. They aim at a 
temperature of 106° F. with an optimum duration of 
56 hours above 101° F., and 41% of the total fever 
time between 106° and 106-9° F. The usual practice 
with malaria is to control the temperature at 105° F. 
the average duration of fever being 8-10 hours, and 
the duration of fever above 101° F. about 90 hours for 
10-12 peaks of fever. Possibly supplementary chemo- 
therapy is only necessary when the amount of fever 
given is in itself inadequate to produce the desired 
result. Both malaria and artificial fever have proved 
their value ; neither can be lightly undertaken. Only 
analysis of clinical work and experimental research 
will teach us the minimum duration of fever and inten- 
sity necessary to destroy the spirochetal process. 


ROCKEFELLER STUDENTSHIPS 


Tue Rockefeller Foundation is to undertake the 
clinical training of 25 British medical students in 
American or Canadian universities. The student- 
ships will cover tuition fees, maintenance and other 
expenses for a period of two years, but not the cost 
of travel between this country and America. The 
students will be chosen by a committee, of which the 
vice-chancellor of the University of Manchester is 
chairman, from candidates nominated by the universi- 
ties and medical schools of England, Scotland, Wales 
and Northern Ireland. Candidates must have com- 
pleted their preclinical studies and passed their 
examinations in anatomy and physiology. At the 
end of their time in America they will return to this 
country to complete their clinical studies and take 
their final examinations. Licensing bodies will no 
doubt be willing to accept the work done abroad in 
view of the standing of the schools to which students 
are to go. Twenty-three universities have each 
agreed to accept one or two students, and, since the 
purpose of the studentships will best be served if they 
are spread as widely as possible, not more than two 
students will be sent to any centre. Applications, 
which can only be made through a dean of a medical 
school, must be in before April 26, and the date of 
departure is likely to be early in August. This very 
splendid offer has been made to help particularly, but 
not exclusively, those schools in which clinical instruc- 
tion has been hindered by enemy action, and will be a 
welcome encouragement to the many of our medical 
schools which are facing great difficulties. Moreover 
the studentships will surely mark the beginning of still 
greater codperation between the universities and 
medical schools of America and Britain. For more 
than a generation medical students and younger 
graduates of the American medical schools have been 
coming across to the universities of England and the 
Continent and have taken back with them new ideas 
and fresh inspiration. The Rockefeller Foundation 
offers our young men the same opportunity, and it is 
for us to send as Rockefeller students young men who 
will profit from it to the full. If they hesitate now 
to seize this chance of studying in comparative safety 
they may take Mr. Ernest Brown’s word for it that 
by so doing they will be carrying out the best form of 
national service. 
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Annotations 


RADIOTHERAPY IN WAR-TIME 


THe misfortunes of war cause suffering to all classes, 
healthy and unhealthy alike, but among the latter no-one 
has suffered more than patients with cancer. If all those 
patients were elderly and owing to the advanced con- 
dition of their disease had only a few months to live, then 
it might not be justifiable to make any special effort 
on their behalf. But many of them are in middle age, 
and, with immediate treatment, will live for many years, 
helping not only in their homes but in the special war 
effort. Before the war it was estimated that a minority 
of patients suffering from cancer were able to obtain 
efficient treatment; only half as many are now able. 
The type of treatment which has been most difficult to 
carry out owing to the war is radiotherapy. A number 
of factors have contributed to this decrease. The war- 
time upheaval in the hospital services with consequent 
dispersal of personnel has reduced facilities for treatment. 
Evacuation has taken many people away from their own 
medical advisers and hospitals, and led to delay in seeking 
medical advice. Some practitioners think that no 
radiotherapy is being carried out during the war. Some 
patients dislike the idea of prolonged hospital treatment 
in a danger area. These and other difficulties have 
combined to bring about the present tragic state of 
affairs. What then is the remedy? It is clearly brought 
out in the discussion reported on p. 348. The clue 
will be found in country centres attached to general 
hospitals or sector hospitals situated in comparatively 
safe areas, an isolated hut or building being provided for 
cases which are being treated with radium. Some of the 
London hospitals are still able to treat a limited number 
of patients, and it may be advisable to keep up these 
centres so as to spread the risks ; but the argument that 
they are necessary in order to treat ambulant patients 
will not appeal to those who hold that malignant disease 
should be treated in hospital. Certain it is that unless 
additional facilities are found there will be a revival of 
“the waiting-list ’’ which should not in a civilised com- 
munity be tolerated for an acute progressive disease like 
cancer. 


LONDON MENTAL HEALTH SERVICES 


In the course of this month the mental-hospitals 
department of the London County Council will cease to 
exist as a separate department and the hospitals for the 
mentally sick will join the hospitals for the physically 
sick in coming under the control of the public-health 
department. It is understood that the transfer was not 
made at Dr. Daley’s request but that he expressed his 
willingness to accept the added responsibility if so 
desired. The many elements and problems that the two 
groups of hospitals have in common have heretofore been 
dealt with by consultation between the two services. 
The council however felt that the medical and nursing 
experience of the general hospitals ought to be at the 
disposal of those in charge of the mental hospitals and 
that this could best be ensured by inviting the chief 
medical officer to become ultimate head. This will not 
in itself take the central administrative control of the 
mental hospitals out of the hands of the laymen who have 
always had it. Mr. W. 8. Leeming, at present chief 
assistant in the mental-hospitals department, becomes 
the head of a separate branch of the public-health depart- 
ment, with the title ‘“ administrative officer, mental 
health services,” and the mental-hospitals committee 
of the council will continue in being with its complement 
of 28 members of the council and 20 coépted non-mem- 
bers, but with the clerk to the council now at the desk. 
The clerking of the institution subcommittees will be 
transferred to the medical officer, on an arrangement 
parallel to that with the education committee. The 
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reshuffle is an interesting compromise and one that 
contains the germ of success, for it gives everyone who 
has knowledge and experience in the care of mental illness 
the opportunity of using them to the best advantage. 
The change-over too will not be arduous. The outcome 
will be watched with particular interest by the local 
authorities, such as Surrey and Glasgow, which have 
already taken action in the same direction. In other 
cases envy may be followed by emulation. 


THE GREEN SICKNESS 

In the consulting-rooms of today the chlorotic maiden, 
drooping beside an anxious mother, is a rare bird indeed. 
Dr. Gunnar Alsted,! who suggests the new name of 
‘essential iron deficiency anzemia,”’ reports that only 
six cases were seen in a large hospital in Copenhagen in 
the last ten years. Sixty years ago, six cases might 
often be seen in a single day’s outpatients at a large 
London hospital. Dr. Charles Waller,? lecturing to his 
students at St. Bartholomew’s a hundred years ago, 
warned them that chlorosis was the commonest cause 
of emansio mensium; in his compact summary of 
symptoms, after mentioning the greenish pallor, the 
languor, the small frequent pulse, and the pains in the 
head, chest and precordium, he says: ‘* The secretions 
are almost universally at fault, the appetite bad, and 
bowels constipated ; palpitation of the heart, difficulty 
of breathing, and a teasing cough, are produced upon 
slight exertion; the countenance exhibits a strong 
deficiency in the red particles of the blood, the cheeks 
becoming sallow and the lips pale; swelling of the lower 
limbs, especially towards evening, is also a very common 
symptom.” The differential diagnosis had to be made 
from pulmonary tuberculosis, then the expected cause of 
ill health in a young person—expected not only by the 
doctor and the relatives but with resignation by the 
young person himself, as ‘‘ Wuthering Heights ’’ makes 
strangely clear. Chlorosis, however, probably held 
second place, at any rate among women, and had been 
recognised from Tudor times; some of Shakespeare’s 
female characters are accused of having it, and he was 
evidently aware that men did not suffer from it, since 
Falstaff speaks of boys in whom their drink and many 
fish meals lead to ‘“‘a kind of male green sickness.” 
Those afflicted were certainly greenish ; teachers of last 
century used to contrast the dead-white pallor due to 
profuse loss of blood and the lemon-tinted pallor of 
pernicious anemia with the characteristic tint of 
chlorosis. The diagnosis established, there was no 
difficulty about the cure ; they recognised deficiency of 
iron as the essential cause and supplied it in various 
elegant forms—compound mixture of iron, muriate of 
iron, acetate of iron (considered the most agreeable of 
the liquid preparations), or as a powder, the sesquioxide, 
or as compound iron pill made from the sulphate with 
extract of gentian. Otherwise treatment was directed 
to curing the constipation and helping the female to lose 
the disinclination to move about. tiology was, and 
remains, obscure. The young women affected were 
usually within a few years, one way or the other, of 
twenty ; tight-lacing has been blamed, and a disappoint- 
ment in love used often to be given an honourable place 
in the history, at least by the patient. Why has this 
disease, common four hundred years ago and still 
common at the end of the last century, almost dis- 
appeared? Has it gone with the passing of close, ill- 
ventilated, badly lighted basement bedrooms formerly 
provided for domestic servants? But elderly domestics 
did not get it, nor was it confined to that small group of 
women; indeed, one textbook of the period hints that 
it was commonest among the upper classes. No pub- 
lished collection of cases has ever proved tight-lacing to 
be the cause; it used to be common in post-mortem 


1. Amer. J. Med. Sci. January, 1941, p. 1. 
2. Lancet 1839-40, 1, 425. 
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reoms to see deop dureewe 4 in the liver duet to pressure oof 
the ribs caused by tight-lacing, but some of the deepest 
of these furrows occurred in men who wore tight leather 
belts. There is no evidence that chlorosis depended on 
the pelvic organs ; the amenorrhcea was usually regarded, 
probably correctly, as a symptom of the anemia. The 
fact that many who had the disease were unmarried can 
be explained by the age at which it was most often seen. 
Perhaps Falstaff was right, and an analysis of menus 
would reveal that diet was at the bottom of it ; perhaps 
it was evidence of an endocrine imbalance, associated 
with puberty and provoked by a factor which has ceased 
to operate. Whatever the cause, chlorosis has gone, and 
like the lost smell of musk, its going offers scope for 
puzzled speculation. 


WORK IN HOT PLACES 

Our expeditionary forces in Africa and elsewhere in 
hot climates give fresh interest to the question of the 
effect of hot atmospheres on the reactions of the body to 
exercise. The classical investigations of Leonard Hill 
and Haldane clarified the issue considerably, certainly as 
far as strenuous exercise is concerned, and the introduc- 
tion by Hill of the kata-thermometer has resulted in the 
clear demonstration of the pernicious effect of damp heat 
as compared with dry heat. The National Health and 
Medical Research Council of Australia has been 
responsible for an extensive investigation into the effect 
of hot atmospheres on tropical settlement, and Lee and 
Boissard' have now published some of their findings 
with regard to the effect on pulse-rate. They studied 
the effect of two forms of exercise, lifting and marching, 
on healthy adult males in two different atmospheres— 
** hot wet’ (dry bulb 87-5° F., wet bulb 83-5° F., giving 
a relative humidity of 87% and an effective temperature 
of 83° F.) and “ hot dry” (dry bulb 101° F., wet bulb 
79° F., giving a relative humidity of 38% and an effective 
temperature of 84-5° F.). Three different levels of water 
administration were used: (1) none; (2) half replace- 
ment of fluid lost (40 c.cm. in the hot wet room, 60 c.cm. 
in the hot dry room) at 15 min. intervals; (3) full 
replacement of fluid lost (double the previous amounts). 
These findings were also compared with saline adminis- 
tration at half replacement quantities at intervals of 
either 15 min. or 2 hours. They found that full replace- 
ment of water lost has no advantage over half replace- 
ment, but the latter gives some improvement compared 
with no water in hot wet atmospheres and great improve- 
ment in hot dry atmospheres. On the other hand, under 
the conditions of their experiments, saline results in a 
slight improvement in hot wet atmospheres, but in hot 
dry atmospheres its effect is if anything deleterious. 
When the administration of fluid is delayed the pulse- 
rate is consistently raised, and the administration of 
saline results in only a transient, or sometimes delayed, 
slowing. 

The Queensland workers draw attention to certain 
practical applications of this investigation. Prolonged 
exercise makes less demand on the cardiovascular system, 
as judged by the pulse-rate, when undertaken in the 
morning than in the afternoon. Acclimatisation is less 
important in hot wet atmospheres than in hot dry 
atmospheres, but men from colder climes, such as this 
country, should only be transferred to tropical areas in 
the cool season. With regard to the important question 


of fluid intake, it seems as if the administration of saline . 


is not essential except in the case of severe exercise, such 
as stoking, which results in profuse perspiration. Ade- 
quate salt will be obtained if taken with meals. Fluid 
intake, however, must be maintained, particularly in 
hot dry climates, and replacement of half the water lost 
(in the experiments reported 240 c.cm. per hour) is the 
minimum required. Frequent administration in small 
amounts is preferable to infrequent administration of 


. Lee, D. H. K. and Boissard, G. P. B. Med. J. Aust. 1940, 2, 664. 
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larger amounts but not very much so, for though the 
pulse-rate may rise when drinks are slow in coming 
it soon returns to normal when they do arrive. 


TREATMENT OF ASPHYXIA NEONATORUM 

DuRING the past few years there has been a revival of 
interest in the subject of asphyxial troubles in the new- 
born infant, and, while on the one hand investigators in 
England and America have been tackling the problem of 
starting respiration and likely causes of failure, others 
have been elaborating methods of resuscitation. Un- 
fortunately for the general practitioner and his precursor, 
the medical student, the word “‘ elaborating ”’ is only too 
just, for the growth of apparatus limits the practical 
value of many new developments. In a recent article! 
J. D. Russ and R. A. Strong of New Orleans set out a 
detailed account of what a specially trained pediatrician 
can do when resuscitation is required. Their work is 
based on nearly 200 newborn babies requiring resuscita- 
tion out of a total of 1200 births. Using a specially 
prepared table flanked by a mechanical resuscitator, 
the pediatrician, in a sterile gown, mask and gloves, 
stands ready to receive the baby. After the cord is cut 
the baby is handed over, to be wrapped at once in warm 
covering and have its skin gently and rapidly rubbed for 
a few seconds. Then the fingers of the pediatrician’s 
left hand are placed beneath the child’s neck so that the 
head is hyperextended, and a catheter is used to aspirate 
all mucus, amniotic fluid, blood or meconium from the 
nostrils, mouth, pharynx and nasopharynx. In babies 
only mildly asphyxiated these measures suffice, and if 
respiration starts plain oxygen is administered with a 
face mask for some minutes. In severer cases, when 
respiration still does not begin, a-lobeline, gr. 4, is at 
once administered into the umbilical vein and a catheter 
is introduced into the trachea. ‘* This is done by with- 
drawing the left hand from beneath the neck and placing 
the left index finger in the mouth until the tracheal 
opening is felt beneath the tip of the finger. The 
catheter is introduced with the right hand and run along 
the side of the finger until the tip is reached, and then 
the end of the catheter is diverted beneath the tip of the 
finger and into the tracheal meatus.’’ Gentle artificial 
respiration is now performed and then by means of the 
pediatrician’s own breath 5-10 gentle inspirations and 
expirations are made. If respiration now begins oxygen 
is administered as before, but if the child still does not 
breathe the catheter is withdrawn and the special 
resuscitator is brought into action. Most of the babies 
treated (169 out of 196), however, apparently responded 
to the less elaborate measures. But even the passage of 
a catheter into the trachea may not be so easy as it 
sounds. Russ and Strong say that it can be easily 
learned after two or three demonstrations but it was 
precisely because this blind intubation usually proved 
so difficult that J. B. Blaikley and G. F. Gibberd 
advocated the use of a direct vision laryngoscope for 
intratracheal catheterisation.2 Moreover they distrust 
the gentle breaths of the trained pediatrician and speak ® 
of ‘‘the possible danger of rupture of the lungs from 
uncontrolled pressures.”” Their method involves the use 
of a small rubber bag and a pressure gauge. Essentially, 
however, the English pair and the American pair are in 
fundamental agreement over the need for adequate 
aspiration of mucus from the mouth and pharynx, and, 
if this fails, from the lower reaches of the respiratory 
tract. Keeping the infant’s head low until breathing 
is well established is also an important part of resuscita- 
tion and it is certain that if Gibberd and Blaikley ever 
visited the New Orleans clinic they would itch to tilt up 
the pediatrician’s table with their wedge device. It is 
clear from all ‘Tecent studies that adequate toilet of the 


1. Amer. J. Dis. Child. January, 1941, p. 1. 
2. a seee, 138. 
3. Ibid, 1935, 36. 
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respiratory tract is essential not only to initiate breathing 
promptly but also to prevent the subsequent development 
of neonatal pneumonia. The use of a special laryngo- 
scope for direct intubation is not likely to become popular, 
and the method of Russ and Strong has much te com- 
mend it. Unfortunately they give no details of the 
intratracheal catheter used beyond stating that it should 
have a glass saliva trap. It is possible that if the 
proper tools were provided the job could be easily 
performed after only a few demonstrations. 


THOMBOCYTOPEN 

THROMBOCYTOPENIC purpura is a_ well-established 
clinical syndrome in which purpura or profuse hemor- 
rhage from mucous membranes, a blood picture of 
moderate anzmia, a persistently low platelet count, and 
a marrow picture of erythroblastic and megakaryocytic 
hyperplasia are the characteristic features. The spleen 
is only sometimes palpably enlarged, but even if it is not 
its removal is followed by a rise in the platelet count and 
the cessation, apparently permament, of the hemorrhages. 
What is the explanation of this syndrome? One sug- 
gestion, put forward on analogy with familial hemolytic 
icterus, is that there is unusual destruction of platelets 
in the spleen ; the fact that the bone-marrow often con- 
tains an abnormally large number of megakaryocytes 
the. mother-cells of blood platelets—supports the idea 
that it is peripheral destruction of platelets rather than 
failure of platelet formation that is occurring. But the 
histology of the spleen is uninformative; there is no 
hyperplasia of the phagocytic reticulo-endothelial cells, 
in fact no histological evidence at all to explain this 
syndrome. The possibility that the spleen produced 
some substance toxic to platelets has also been explored 
and the results though equivocal are interesting. 

The idea was suggested by Frank! and by Minot,’ 
who thought the action was more on the megakaryocytes. 
Troland and Lee* claimed to have extracted from the 
spleens of three patients with thrombocytopenic purpura 
a factor which, when injected intravenously into rabbits, 
promptly reduced the number of blood platelets; the 
action was transient but could be sustained by repeated 
doses. Injection of the extract into a cat, a dog and a 
monkey gave similar results. They called this factor 
“thrombocytopen.” No thrombocytopen was found in 
extracts of spleens from patients with other diseases. 
Reports of repetition of this work soon appeared ; the 
majority were completely negative, two were positive 
but the results differed from those of Troland and Lee. 
Hobson and Witts* obtained a platelet-lowering sub- 
stance from the spleen of one case of thrombocytopenic 
purpura, but a very large dose was needed to demon- 
strate the effect; Rose and Boyer® obtained positive 
results with spleen extracts from two patients, but the 
effect took 15-20 hours to reach its maximum. So far 
the number of spleens tested is relatively few ; others 
will certainly follow. What seems to be most needed is 
a proper biochemical treatment of the spleen extracts 
and a systematic attempt to determine at least to what 
group of substances thrombocytopen belongs ; there is 
no clear reason for the acetone extraction in the cold for 
three weeks used by Troland and Lee and it may be 
partly responsible for the varying results. Hobson and 
Witts, like others, found that a saline extract of normal 
spleen reduced platelets when injected into rabbits in 
relatively small doses, and it is well known that after 
splenectomy for any reason there is a great increase in 
the blood platelets for a time; the chemical method to 
be used should distinguish. if distinction is possible, 
between this effect and the thrombocytopen effect. 
Thrombocytopen is evidently still a name for an idea, 
. Frank, E. Klin. Wachr. 1915, 52, 490. 

Minot, G. R. Arch. intern. Med. 1917, 19, 1062. 
. Troland, C. E. and Lee, F.C. J. Amer. med. Ass. 1938, 111, 221. 


. Hobson, F. C. G. and Witts, L. J. Brit. med. J. 1940, 1, 50: 
. Rose, H. Jun., Boyer, L. B. J. clin. Invest. January, 1941, p. 81. 
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but since it is the only idea offering a reasonable explana- 
tion of this special type of purpura it is clearly worth 
pursuing until it is proved right or wrong. 


ANTITUBERCULOSIS WORK IN RUSSIA 

ANYTHING that raises the curtain between this country 
and Russia is welcome. According to Sir Bernard Pares ! 
we have much to learn from the Soviet social services ; 
and now Prof. D. A. Karpilovsky ? gives us a glimpse of 
the campaign against tuberculosis, which was one of the 
foremost health problems in pre-revolutionary times but 
has been considerably reduced in the past two decades.* 
There is much similarity between the Russian methods 
and ours, but there are interesting developments and 
differences. In addition to the dispensaries, which as here 
form the basic unit of the service, there is a tuberculosis 
institute in the capital of most of the republics of the 
U.8.S.R., whose functions are research and teaching as 
well as the planning of organisation and treatment. To 
these institutes professorial chairs are attached, and 
postgraduate and refresher courses (which are compulsory 
for practitioners) and extramural lectures are given. To 
avoid overlap of research, periodic meetings of specialists 
take place at the various institutes, at which future 
programmes are discussed. The specialists attached to 
the institutes are often also consultants to thesanatoriums 
of the area. In addition to the usual residential sana- 
toriums, night-sanatoriums for selected patients who are 
at work have been in use in cities for some years * and are 
considered a success. Possibly the germ of a similar 
system may be seen in the suggestion to make special 
air-raid shelters supply similar needs in London. Workers 
with infective sputum eat separately in the factories and 
can buy special food at subsidised prices in the canteen. 
On the prophylactic side in Russia, it is interesting to 
learn that in some sections of the population everybody 
is examined periodically to exclude tuberculosis : these 
include workers in the food industry, nurses and teachers 
in contact with children, students and other young 
adults. Infant nurseries pay special attention to the 
infants of tuberculous parents, while older children may 
be sent to country schools. B.C.G. vaccination is also 
being widely developed for infants and the results will be 
awaited with interest. All medical care is free and full 
wages are paid during illness, so that propaganda towards 
early diagnosis and treatment of tuberculosis has a fairly 
easy passage. In Moscow there is a state institute for 
devising schemes of health propaganda and education 
which are carried on by means of broadcasts, lectures and 
films, travelling exhibitions, and talks with the patients 
themselves. The Soviet authorities seem to be tackling 
the tuberculosis problem with great energy, using a 
flexible system of central and regional planning which has 
no opposing interests and is integrated with the whole 
social and economic system of the country. With the 
rapid increase in number of tuberculosis specialists, with 
the policy of drawing on the enthusiasm of the public 
to help in new projects, and with a rising standard of 
living they may hope to reduce the incidence rapidly. 


Tue retirement of Dr. H. A. Macewen from the 
Ministry of Health, where he has been a senior medical 
officer for many years, will cause a pang to health 
officers throughout the country who consulted him on 
their particular problems and enjoyed the fruit of his 
long experience and deep understanding. Macewen 
had been in local-government service before joining the 
staff of the Local Government Board so that he knew 
public-health problems by and large. It is said that 
even the evacuation scheme for expectant mothers 
could not remove the smile from his face. 


1. Russia, Penguin Books. 

2. Anglo-Soviet J. 1941, 2, 39. 

3. Lancet, 1938, 2, 1447. 

4 H. and Russell, A. E. Ibid, 1937, 1, 648. 
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Special Articles 


INDUSTRIAL DISEASES AND ACCIDENTS 


IN 1939 


THE publication of the onal report for 1939 of the 
Chief Inspector of Factories ' has been delayed by pressure 
of war work, and for economy’s sake is much slimmer 
than usual. Mr. A. W. Garrett notes that earlier in the 
year the staff was engaged in securing compliance with 
the provisions of the Factories Act, 1937, which came into 
operation in July, 1938, and entailed a new order in work- 
ing conditions. Even before the war began much time 
was spent in preparation for it, and under the Civil 
Defence Act the inspectors had to see that factories were 
provided with shelters against air attack. After September 
they were busy with the details of applications from 
individual factories for permission to work longer hours 
on munition making. 

During 1939 fatal accidents increased by 17% and 
non-fatal accidents by 7%. As would be expected the 
accident-rate was higher in the last quarter of the year, 
but taking into account the increased numbers employed 
and the longer man-hours worked the increase was more 
apparent than real. Apparently a high accident-rate 
inevitably accompanies an industrial drive for war 
purposes, and an interesting side-light is thrown on the 
period during which the Germans have been preparing for 
the present war. Industrial accidents, including those 
sustained on the way to and from work, rose in Germany 
by 172% between 1932 and 1938, although the increase 
in the number of people insured against industrial 
accidents only increased by 73%. In September, 1939, 
no less than 129 fatal factory accidents were reported in 
this country—an unprecedentedly high figure—and most 
of them were due to men falling through roof-lights and 
asbestos sheeting in the rush to camouflage or blackout 
the factories. Although the general accident-rate for 
the year was raised there was a fall of 2% in the number 
of accidents to young persons. In the textile industries 
there was a fall of 3% in such accidents whereas in these 
industries the total number of accidents rose by 19%. 
Mr. Garrett thinks that in this bright spot in an otherwise 
dark record can be seen the first fruits of the shorter 
hours and tighter safety regulations brought about by the 
1937 act, and also the results of the recent intensive 
campaign initiated by his predecessor, Sir Duncan Wilson, 
to reduce juvenile accidents. Analysis of the accidents 
to 604 workpeople under 15 years of age with special 
reference to the abnormalities found by the examining 
surgeons showed that 23% of them had some physical 
defect ; but in another group of 1750 young persons who 
had not sustained accidents 26% had some abnormality. 
It seems, therefore, that the presence of physical defects 
did not contribute materially to the accidents, most of 
which occurred in the middle of the morning or afternoon, 
about 3 hours after starting or re-starting work—a find- 
ing which suggests that fatigue was an stiological factor. 


BY-PRODUCTS OF THE BLACKOUT 

The blackout was responsible for more than accidents. 
The hurried and improvised methods used to dowse the 
lights interfered with ventilation and the natural lighting 
in the factory workrooms. Dr. J. C. Bridge, the senior 
medical inspector, found that the blackout added to the 
mental strain produced by expectation of air-raids, it 
increased the risk of gassing in various occupations, 
raised the temperature of workrooms, especially in 
foundries, to an uncomfortable level, and deprived the 
workers of the advantages of daylight. One immediate 
effect was lessened production but after a time the 
workers seemed to be able to adapt themselves to the 
conditions, which were being gradually improved, and it 
was found that the rate of production climbed back 
steadily towards its pre-war level. Doctors were begin- 
ning to talk of a condition which they called *‘ blackout 
anemia,’’ characterised by pallor, bre cy digestion and 
lassitude. The blackout was ably not entirely 
responsible for these symptoms, which might partly have 


1. Annual Re weet of the Chief Snapoctor of Factories for 1939. 
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been pebdinnal by various additional factoss, such as 
anxiety, overwork, bad ventilation or over-heated work- 
rooms. Dr. Bridge pays a tribute to the character of the 
British workman who under adverse conditions was 
always ready to make the best of things. His report 
deals mainly with specific occupational diseases, but he 
also bears in mind the general environment of workers at 
work and at home, food, wages, hours of employment, 
housing and facilities for recreation. 

CAISSON DISEASE 

No significant changes for 1939 are seen in the tables 
of notifiable industrial diseases with the exception that 
there were 12 cases of compressed-air illness, a condition 
which became legally notifiable on Jan. 1, 1939. These 
cases arose during tunnelling operations and the symp- 
toms and signs differ in no way from those observed in 
caisson disease or in deep-sea diver’s palsy. They are 
noted in men who, after working in compressed air, 
return to normal atmospheric pressure without under- 
going gradual decompression. Partial arrest of the 
circulation in various parts of the body is brought about 
by bubbles of nitrogen from the blood and tissues which 
have become supersaturated with air under the higher 
pressure. The symptoms depend on the situation of the 
bubbles and may take the form of vertigo, pains in the 
abdomen (bends) or dyspnoea (chokes), with varying 
types of sensory or motor paralyses. Unless treatment 
by recompression is promptly applied loss of conscious- 
ness and permanent paralysis or death may result. Other 
effects include pain in the ear drum, slowing and deepen- 
ing of the respiration, bradycardia, increased secretion of 
urine and inability to whisper or whistle. During 
decompression the heart beat quickens and the patient 
usually feels cold. Men between 18 and 26 can stand this 
type of work better than those of other age-groups, and 
obese subjects are particularly unsuitable because 
nitrogen is readily soluble in fat. When symptoms of 
compressed-air illness begin after too rapid decompression 
the patient should be placed in a special chamber, 
known as a medical lock, where recompression should be 
started at a pressure slightly higher than that under 
which work has been carried on. Normally men can 
stand compression up to about 3 atmospheres without 
difficulty. 

POISONS AND INFECTIONS 

The number of notified cases of lead poisoning remains 
at a low level. Of 10 cases of mercurial poisoning, one 
was a woman who had been gilding buttons for naval 
uniforms by the ancient process of fire-gilding which in 
the past has given rise to many cases of poisoning. Only 
4 cases of arsenical poisoning were reported ; 1 fatal case 
of poisoning by sodium arsenite seemed to illustrate the 
carcinogenic action of arsenic, a primary cancer of the 
lung being found at autopsy with metastases in the 
adjacent glands and in the liver ; in addition, the patient 
showed pigmentation of the trunk and limbs, perforation 
of the nasal septum and warty growths all over the body. 
Two cases of chronic benzene poisoning were reported 
and both had signs of aplastic anemia, one of them with 
purpuric manifestations. Poisoning by aniline and its 
homologues occurred in 12 cases, of which 5 were due to 
aniline, 2 to p-nitrochlorbenzene, 2 to nitrobenzene, and 
1 each to dinitrobenzene, chloraniline and trinitrotoluol. 
In addition to the usual signs and symptoms found in 
cases of poisoning by this group of chemicals, such as 
headache, cyanosis, dyspnoea and nausea, the 2 cases of 
nitrobenzene poisoning showed signs of peripheral neuritis 
affecting the legs, and in the case of chloraniline poisoning 
there was complete loss of vision for 36 hours. The 
solitary case of carbon-bisulphide poisoning showed 
characteristic signs and symptoms such as headache, 
tremor, vertigo, insomnia and paresis of the left arm and 
both legs. 

Anthrax occurred in 37 cases with 5 deaths. Skin 
cancers (epitheliomatous ulceration) amounted to 160, 
with 31 deaths, and of these 74 were caused by pitch, 
34 by tar and 52 by mineral oil ; in the last group there 
were 23 deaths. The number of cases of chrome ulcera- 
tion rose from 115 in 1938 to 159 in 1939, the increase 
being chiefly found among workers on the processes 
of chromium plating and anodic oxidation. o fatal 
cases of papilloma of the bladder occurred in men who 
had been engaged in the manufacture of synthetic dyes, 
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and in one of them a history of substantial contact with 
beta-naphthylamine and benzidine was elicited. Although 
there was a decrease for the year in the number of cases 
of gassing by carbon monoxide, 40% of them occurred in 
the last 3 months of the year probably on account of the 
defective ventilation due to the blackout. A number of 
cases of gassing by nitrous fumes occurred during 
tunnelling operations immediately after blasting, and 
can be explained by the incomplete combustion of the 
nitro-body used as an explosive. Two cases of death 
from trichlorethylene fumes suggest that this volatile 
anesthetic may have a delayed effect, especially if the 
patient has beeh subjected to bodily exertion after 
inhalation of the fume. The symptoms of gassing by 
methyl bromide in 3 cases were abdominal pain, nausea, 
vomiting, vertigo, tremor, weakness of the legs, slurring 
of the speech, and disturbances of vision such as dilated 
pupils, nystagmus or diplopia, accompanied by amnesia, 
headache, drowsiness and sometimes convulsions. 

The report mentions the first cases of fluorine osteo- 
sclerosis discovered in this country and the clinical, 
radiological and chemical investigations into the con- 
dition now being carried on in Sheffield. At a factory 
where hydrofluoric acid and fluorides are made some of 
the workers present radiological changes in the bones 
comparable with those described in cryolite workers by 
Rohélm in Copenhagen. The fluorine content of the 
blood and urine of all men engaged either in the manu- 
facture of aluminium fluoride, sodium fluoride, sodium 
bifluoride, ammonium bifluoride or hydrofluoric acid, or 
in the crushing of fluorspar is greatly increased (5 to 10 
times) as compared with the findings in people who have 
not been exposed to conditions in the factory. The 
number of deaths from silicosis remains almost steady, 
with little variation in the numbers from the contributing 
industries. One case was a worker in an iron foundry 
where he had to break down a furnace lining twice a year, 
and the amount of silicosis found at autopsy was appar- 
ently related to the dust arising from the refractory 
material composing the lining. The numbers of 
voluntarily reported cases of dermatitis rose from 2195 
in 1938 to 2952 in 1939. The increase is pa | due to the 
—— introduction into industry of new chemicals, 

ut it is mainly the result of increasing interest in these 
skin lesions which occur in many industries and from a 
variety of skin irritants. 

TREATMENT OF CASUALTIES 

The first-aid arrangements in industry have gained by 
the intensive preparations for civil defence because more 
ambulance rooms have been provided, many more 
workers trained in first-aid, and more trained nurses have 
been engaged. The importance of making use of the 
services of medical men in industry is emphasised. The 
1940 report will no doubt deal with the effect of the 
Factories (Medical and Welfare Services) Order issued 
by the Minister of Labour in July, 1940, under which the 
occupier of a factory in which work for the Crown is 
being done may be required to appoint doctors, nurses 
and welfare supervisors to look after the workers.* Dr. 
Bridge also reviews the activities of the examining 
surgeons and suggests that in industrial areas the local 
general practitioners might be encouraged to contribute 
more of their knowledge to questions arising out of hours 
of employment, welfare and labour problems generally. 
For who, he asks, has so intimate a knowledge of the 
home life and personal problems of the workpeople ? 


MEDICINE AND THE LAW 


Duodenal Ulcer not an Accident 

THE perforation of a duodenal ulcer has lately been 
held not to bean accident arising out of and in the course 
of a workman’s employment. In Tyler v. New Hucknall 
Colliery the applicant for compensation said that a tub 
of coals, weighing half a ton, came off the rails. In 
lifting it back into place he slipped; he was conscious 
of a twinge of internal pain and said so to a fellow- 
worker. He was able to remain at work till the end of 
the shift but afterwards he collapsed. Next day an 
operation was performed for perforated duodenal ulcer. 


2. See Lancet, 1940, 2, 233. 
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He claimed that he must have suffered from the ulcer 
without being aware of it; his exertion must have 
caused the perforation. The colliery company con- 
tended that the perforation could reasonably be expected 
to occur without an accident. Accepting the medical 
evidence that it was unusual for perforation to happen 
as the result of muscular strain, the judge refused to 
award compensation. 

The classic authority on this legal problem of strain 
due to employment is Clover, Clayton & Co. v. Hughes 
(1910), where the House of Lords considered that the 
rupture of an aneurysm when the workman was tighten- 
ing a nut with a spanner was an “ accident’ and arose 
out of the man’s employment. The workman’s physical 
condition was such that he might have died in his sleep ; 
the aneurysm was so far advanced that it might have 
burst at any time; the effort of tightening the nut was 
‘‘ quite ordinary in this quite ordinary work.’’ The 
Lord Chancellor said that the question was whether the 
** accident ’’ came from the disease alone or whether the 
employment contributed to it. In other words, did the 
man die from the disease alone or from the disease plus 
the employment ? The arbitrator had found that the 
strain of using the spanner (however slight) contributed 
to the death ; there was evidence on which such a finding 
could be based ; the House of Lords, by a majority of 
three to two, allowed the claim. The cases of heart- 
failure have exhibited some diversity of result. In 
Ritchie v. Kerr (1913), where heart-failure occurred after 
exertion in lifting a number of baskets, compensation 
was refused. So also in Millar v. Coltness Iron Co. 
(1929), where the injury was due to a strain of no 
exceptional nature, the claim failed. Yet in McArdle v. 
Swansea Harbour Trust (1915), where the rupture of an 
aneurysm was attributed to occupational strain con- 
tinuing over a period of 10 years, the employers had to 
pay. These and other cases on either side of the line 
doubtless turned upon the medical evidence. In 1910 
the Lord Chancellor was anxious that the decision in 
Clover, Clayton & Co. v. Hughes should not give the 
impression that everyone whose disease kills him while 
he is at work would be entitled to compensation. The 
recent Mansfield case is an apt illustration. 





PELVIC MEASUREMENT 


THE recent fashion of distrusting pelvic measurements 
as an indication of the course of labour and rel on 
trial labour was deprecated by Prof. Chassar Moir in 
his Honyman Gillespie lecture, delivered recently at 
Edinburgh, on the recognition of pelvic contractions. 
The most important single manual measurement is, he 
said, the diagonal conjugate, but no attempt should be 
made to make this measurement early in pre cy. 
It should be delayed until the vagina is s eo 
relaxed in the last few weeks. By X-ray pelvimetry 
the mechanical difficulties can be gauged with greater 
accuracy. Some methods, aiming at high accuracy of 
measurement, are difficult and complicated, while others 
are too inaccurate. The method used in Oxford has 
been developed in order to combine reasonable accuracy 
with convenience. This has been a matter of detail 
modification rather than of revolutionary change. The 
lateral view of the pelvis with a notched centimetre 
rod as scale is more important than a plan view of the 
brim and in many cases one lateral view is sufficient. 
He urged the importance of recognising differences in 
the shape and position of the sacrum and of correlating 
the size of the pelvis with the size of the foetal head. 
It is not enough to compare the fotal head with the 
brim of the he because this ignores the possible 
contraction of the lower pelvis. The funnel-shaped 

elvis is more common than is often considered. e 

culty in this form of contraction does not show up 
until labour is well advanced and it is too late to carry 
out cesarean section. In many cases this can be obviated 
only- by careful pelvimetry and encephalometry. In 
all primigravide with breech presentations an accufate 
measurement should be made of the sizes of the pelvis and 
foetal head. Digital palpation, though less valuable than 
X-ray pelvimetry, can give useful information about the 
size of the brim and also about the size of the lower pelvis. 
The head should always be compared with the brim by 

Continued on opposite page 
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A Running Commentary by Peripatetic Correspondents 


WHILE everybody is talking and reading about the 
invasion from the East, I have been seeing something of 
another kind of invasion from the West. In the past few 
months a steady stream of American doctors has flowed 
—it would be more correct to say ‘‘ flown ’’—across the 
Atlantic to help us, or see how we’re taking it. It is 
interesting to hear their first, and second, impressions 
of us. After the shock of finding that life goes on pretty 
much as usual, that air-raid sirens are things to be dis- 
regarded and that most of us sleep in our beds at home, 
they become, almost without exception, rather critical of 
our apparently complacent attitude to the war. One 
man with an intimate knowledge of France said, after a 
look round, that London now reminded him of Paris 
before it fell, which both worried and annoyed me. 
Another—he is rather the 100% American breed—was 
convinced that we would make no real progress towards 
winning the war until the States came in and showed us 
how. Though not actually inferring that we are all 
fiddlers like Nero, they would like to see more signs of 
bustle, and less of our peace-time habits. Mind you, 
these are mostly men who have ‘ travelled around,”’ and 
have probably a better realisation of the immensity of 
the task which confronts the democracies than we here 
have. At the same time they admit that, if American 
opinion is now almost wholly with us, there is even less 
awareness in that country of what both we and they are 
up against, and certainly no real stimulus to do their 
damnedest to help us win through. sey 

It may seem uncharitable at a time when the spirit of 
our people is winning—and deservedly—universal praise, 
to draw attention to our shortcomings. Yet J. B. 
Priestley sounded the right note when he verbally 
castigated the idle well-to-do, not for running away from 
the bombed cities but for hampering the war effort of 
others by monopolising country-town hotels. (It is good 
to hear his homely Yorkshire voice again and his honest- 
to-goodness talks, any one of which contains more food 
for thought than a dozen of his predecessors’.) But it 
isn’t only the idle rich who offend ; in every walk of life 
there is the selfish minority who by their very selfishness 
incite others to be and do likewise. There is—or was— 
the middle-class housewife who drives up to the butcher’s 
in her car and collects the only piece of veal while less 
fortunate customers queue up for their ration; there is 
the man who tells you he can always get as much butter 
as he wants; there are the working-men who take pride 
in making a job last twice as long as it should ; there are 
all of us who hate having to change our way of living or 
forgo the things we are accustomed to. Selfishness is 
what we have to fight against. Bombs and bullets and 
the hazards of war we can take in our stride, and here 
our complacency stands us in good stead; but the 
selfish streak that is in all of us is a more subtle enemy, 
which flourishes especially in a free country in times of 
warand. privations. It is harder to be a good Democrat 
than a good Nazi. ie * * 


I once tried to read Mr. Dunne’s ‘‘ Experiment with 
Time,”’ and although I couldn’t understand it all, if he 
means what I think he means, then what happened to 
me yesterday may be a ca&e in point. You see, my 
name had been given to the River Emergency Service 
of the P.L.A. as a possible candidate for one of their 
seven river ambulance ships. I saw their P.M.O., who 
gave me a general idea of the scheme, how one lectured 
to the staff each morning, did practices in the afternoon, 





Continued from previous page 

abdominal palpation and the lower pelvis can be measured 
by first identifying the tip of the sacrum and then 
measuring the diameter to the apex of the pubic arch. 
The tip of the sacrum can be found by rocking the 
‘occyx between a finger in the vagina and a hand outside. 
Prof. Chassar Moir described a method of charting the 
irea of the pelvis at different levels and superimposing 
he calculated cross-section of the foetal head. This 
nakes it easy to assess the difficulties, if any, of the 
subsequent labour. 
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lived ‘‘ in comfortable billets,’’ but, of course, only really 
functioned when there was a blitz on the river, when one 
rescued people off ships and wharves, or perhaps relieved 
the congestion of ambulances on the road. Apparently 
the service has been going since the beginning of the war, 
but in fact hasn’t had much to do up to date. Well, it 
sounded all right, except for the lecturing at which I am 
distinctly poor, so during the week-end I brushed up my 
first-aid—they’d surely be adepts at it after all these 
months of lectures—and on Sunday evening felt fairly 
confident about everything except perhaps Thomas 
splint drill. Iwas up early on Monday and went round 
the garden with a torch to say goodbye to the crocuses, 
especially the lovely lavender one, tomasinianus which 
however was only in the folded-up umbrella stage. 
It was still hardly light when the huge bus hove in sight 
and stopped to take me and my suitcase the 60 miles to 
London. Somehow I was very depressed and felt that 
I had been on a compulsive quest of this kind before. 
No, it couldn’t be the occasion, forty years ago, when my 
father had taken me to school for the first time. I 
remember I had got up in the dark then, and gone 
round to say goodbye to my rabbits, and that my father 
had tried to theer me up “ I expect you’ll make a lot of 
nice friends of your own age ”’ and ‘‘ You'll have great 
fun with all the games ”’ or less wisely “‘ After all you’ll 
be back home for the holidays in no time.” No, it 
couldn’t have been that, ridiculous thinking of it. 
I tried to cheer myself up by imagining fantastic situa- 
tions on this ambulance ship I was going to: supposing 
the House of Commons was ringed with fire and we were 
the only ship to take the members off the terrace. Of 
course our accommodation would be limited. I’d stand 
at the top of the gangway: ‘ Yes, I'll take you, and you 
there. No, I won’t take you. Sorry, you must burn ad 
Or suppose both ends of Westminster Bridge got blown 
off when the Lord Mayor and some Terribly Important 
People were having a procession on it, and they got 
marooned in the middle. ... But even with these 
stimulants, entering London was a dismal business. 
My instructions were to report to Dr. McCork who would 
show me the ropes, so I trundled down the drab dockland 
road to the pier. There was no mistaking the ambulance 
ship, it was prominently labelled. I went on board. 
Dr. McCork was well-fed and smooth-spoken and pleasant. 
He introduced me to the stretcher-bearers and crew, 
all in very gentlemanly uniforms, who were ornamenting 
the upper deck. We went below. I had that feeling 
stronger now, a curious captive-being-shown-round- 
prison feeling, which I knew I had felt that time before, 
that time which I couldn’t quite place. In the large 
cabin were about a dozen women, all in natty sailor- 
like uniforms, all quietly busy with cross-word puzzles 
and knitting. The morning dragged on. Dr. McCork 
said he was glad I had come as he could now get off to 
visit his native and neutral country. I asked to be 
shown how they put a Thomas splint on. Well, I wasn’t 
so ignorant after all. At last Dr. McCork and I went up 
to see the ‘“‘ comfortable billets.’” Going up he told me 
about them—they were in a ward of a bonibed hospital. 
** What do you do in the evening ?”’ I asked. ‘‘ Oh we 
just sit about in the ward.’’ We went through gloomy 
passages, past a notice ‘‘ To the V.D. Dept.,’? through 
hospital smells. We came to a grim ward with about a 
dozen beds each side, where all the crew and stretcher- 
bearers and doctor lived when not on the ship, and slept. 
They appeared to have one washing basin. ‘‘ This will 
be your bed,” said Dr. McCork. With dramatic sud- 
denness I was standing with the headmaster and my 
father in the dormitory. ‘‘ That will be John’s bed,” said 
the headmaster breezily, while John with an instinctive 
loathing for communal sleeping gazed in horror at the 
wretched thing which was to be his bed of thorns and 
tears for three endless months. But that is where we part 
from Mr. Dunne, for that evening the same bus that had 
brought me up bore me swiftly and gladly home. 
* * * 

I have found who Dr. Hughes, the auscultator, was. 
He was Henry Marshall Hughes of 14, St. Thomas St., 
Southwark, physician. He qualified M.D. Glasgow in 
1832, F.R.C.P. 1844, and when he made his observation 
on pneumothorax he was assistant physician to Guy’s 
Hospital. In 1845 he wrote a little book, ‘‘ A Clinical 





Introduction to the Practice of Auscultation, and other 
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modes of Physical Diagnosis: intended to simplify the 
study of the Diseases of the Lungs and Heart.”’ It was 
written more especially for the pupils at Guy’s, produced 
from materials principally there collected, and affection- 
ately inscribed to them by their sincere friend, the author. 
From his preface, it seems clear that he had not been to 
Paris, but had read a good deal of the French and English 
literature on the subject. He does not mention Skoda 
or his monograph. His account of how he came to write 
the book would appeal to present-day medical students, 
who still confess that ‘‘ chests are terribly difficult ”’ ; 
he gives a sketch of conversations in which he had on 
several occasions taken part. ‘‘‘ I want, Sir, to learn 
something about Auscultation,’ a pupil said to me; 
‘ what book would you advise me to read?’ ‘ The book 
of nature, Sir; go to the bedside, and to the inspection 
reom.’ ‘ Yes! but I know nothing about it, and I want 
some little information beforehand.’ ‘ Certainly! Read 
Andral, Bouillaud, Laennec with Forbes’s notes, Hope, 
Stokes, Williams.’ ° 

*** Oh! but I have not time to read half of them, or 
perhaps really to study one of them. I only just want 
something to give me a little insight into the matter, and 
then I mean to work away in the wards.’- ‘ Then look 
over Martinet’s Manual, or get Sharpe’s little compila- 
tion, or Spittal, or Cowan’s Bedside Manual, or Dr. 
Newbigging’s translation of the exquisite little work by 
Barthe and Roger.’ ‘ Well! I have got one of those you 
mention, but I can make nothing out of it. There is 
such a profusion of terms, such lots of bruits and rales 
that I cannot get on at all. I wish you would write a 
book that beginners could make use of ; it is really much 
wanted for pupils.’ ”’ 

He has many shrewd remarks to make on the general 
aspect of the subject. Numbers of students find out 
their deficiencies only when it is too late for them to 
devote their attention to clinical instruction, by the 
precepts delivered and the illustrations offered at the 
bedside. He thinks that if a student does not become 
practically familiar with auscultation and percussion 
while he is walking the hospitals, he will probably never 
develop dexterity and confidence in their use; ‘ he will 
never have so wide a field or so suitable a time for the 
study of that which he will find of vast service to him in 
his future course.’’ The medical man is cautioned not to 
parade his stethoscope, for ‘‘ some undefined notion of an 
operation may be produced, and the patient may become 
unwilling, or unable, to submit to the ordeal.’’ More- 
over, he must wear a cheerful aspect, and develop a poker 
face ; ‘‘ he must be careful not to permit the results of his 
investigations in any way to affect the expression of his 
countenance, each shade of which is sometimes watched 
by patients with the most intense anxiety, and even slight 
changes in which occasionally have a very depressing 
effect upon susceptible individuals.” 

In the chapter on ‘ Succussion, or examination by 
shaking,” he draws an analogy which must have appealed 
nostalgically to his students. A cask containing beer 
* full to the bung ”’ does not produce a sound by being 
shaken. With a cask containing air and beer, a distinct 
noise is heard when it is agitated. So with air and fluid in 
thepleuralcavity. ‘‘ Itisunnecessary to describe it farther. 
It is like the noise produced by shaking fluid in a cask. 
It can scarcely be mistaken.’’ It rather looks as though 
Fagge’s compliment was well merited. But just a hint of 
suspicion creepsin. Fagge also was a Guy’s man; and it 
is notorious how these Guy’s fellows hang together. 

* . € 

Once and once only, under the diplomatic suasion of 
my wife, I embarked on the keeping of detailed accounts. 
The experiment did not last long. I bought an account 
book bound in red cloth and made the entries of all my 
expenditure with the most meticulous care. But I am 
not good at mathematics. I count on my fingers and 
have only ten of them, and when I have exhausted them 
things become difficult. I could never make the change 
remaining over from the day’s transactions tally with 
the balance that should have been left after the daily 
payments were recorded. This led to the institution of 
a “ sundries ’’ category, which as time went on claimed 
more and more of the daily expenditure. Did the item 
for cigarettes appear unduly large, then some of it must 
go to “ sundries.’’ (For a time it went to “ stamps, 
&c.,”’ until I grew uneasy as to the magnitude of my 
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correspondence and my difficulty in accounting for it.) 
I opened the book in January. 1 closed it before March, 
for in the interval ‘‘ sundries ’’ had become a confession 
and a nightmare. I admit that I am unable to account 
for the very simple items of expenditure incidental in 
the life of an elderly gentleman of moderate habits and 
modest income. The expenditure of more affluent 
people must be a very complicated affair. My statement 
‘* cigarettes, 3s.’’ might easily be translated into “ cigars, 
£5 10s.”’; and think what their outlay on ‘ sundries ”’ 
must be. But translate this into a nation’s expenditure 
even in peace-time and then try to picture it during the 
present war. My paper the other day told me that we 
were spending £500,000 an hour on our war-time effort ! 
I do not quite realise what £500,000 means—it is a sum 
beyond my grasp—but I can guess there must be a large 
entry under “sundries” in that statement. What 
puzzles me is this: if they could stop the war for only 
one hour there should be £500,000 left free to be spent 
on scientific research, preventive medicine, social service 
and the hundred-and-one other things for which in peace- 
time it is always argued that there is no money available. 
My paper goes on to assure me that “it is thought 
possible that the cost of the war may eventually rise to 
about £1,000,000 an hour.” Such expenditure baffles 
the understanding of anyone who was not bred up to 
the study of astronomy altogether divorced from finance. 
Sundries or no sundries, if we as a nation, during a war 
in which the destruction of everything cultural and 
beautiful seems to be the main objective, can spend a 
million pounds an hour, how is it that in peace we can 
only afford an infinitesimal fraction of this sum in 
creating cultural and social amenities? A million 
pounds a year spent on these objects would make a new 
world in Great Britain. In blasting beautiful and 
useful things out of existence we can spend sums that 
mount into astronomical figures, and seem to be com- 
placent in acceptance; but if we ask those in authority 
to spend a microscopical fraction of such sums in the 
betterment of social and cultural conditions in peace-time 
we are met with a decided answer: ‘‘ There are no funds 
available.” Something is obviously wrong; but since 
I could not deal with the item “ cigarettes ’’ unless I 
placed them in “ sundries,’’ I am the last person to 
criticise the country’s finances. 


* o * 

The worst of having a clock that will not keep time is 
that one has to switch on the wireless some time before 
the news, and at eight in the morning this involves one 
in five minutes of concentrated uplift. Personally I like 
my uplift like the dew from Heaven, a drop here and a 
drop there. Still, I suppose, throughout the ages it has 
been the function of the witch-doctor or priest in war- 
time to stimulate the people in the fray, to frighten them 
from retreat, to console them in disaster, to lead in 
gloating and to restrain in victory. They are certainly 
doing their job now, and by broadcasting are probably 
able to reach all the people for the first time since 
tribal days. Some of these monologues are, of course. 
quite delightful, some grate on me terribly, but perhaps. 
I thought, the village doctor is getting highbrow, let’s see 
what some of his patients have to say about it. Miss 
Emma Beech lives with her cat in a cottage by the wood. 
She is a diabetic, but refuses all treatment. She has 
never been known to say anything nice about anybody. 
Her comment, for instance, on the splendid R.A.F. lads 
last August was: ‘“‘’Eroes? Why anyone can throw 
bombs about. We're the ’eroes who have to wait down 
below for them ’’; or on our dear old rector: *‘‘ Visit 
me? Of course, he does. He’s paid for it, isn’t he * 
And I notice he always comes when there is a nice cup of 
tea’andy.”’ I have noticed this querulous aggressiveness 
in untreated diabetes before. When I went to call on 
her I tactfully opened conversation by asking after her 
cat. ‘‘ Same as usual. When I ’as a nice bit of fish of 
course he always expects all the tit-bits.’’ Later I led 
the talk to these broadcasts. ‘ O, I turn it on, but | 
don’t listen. I suppose he ‘as to make his living, same 
as you coming ’ere.’”” A morning or two later I listened 
to a particularly rasping piece of concentrated Calvinism 
and a few hours later, still jangling, I was asking dea) 
old Mrs. Bunting of Rose Cottage what she thought about 
it. ‘‘ Beautiful, Sir, beautiful. When I listen to that 
genelman I feel we can’t lose the war.”’ 
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Letters to the Editor 


A HUNDRED CASES OF BREECH PRESENTATION 

Srr,— What useful purpose is served by the article 
in your issue of March 1? The account given of the 
series of cases is very sketchy. In 3 of the 8 hospital 
cases individually described there are “‘ no notes of 
delivery ’ in 17 out of 64 hospital cases no note of 
parity was made. Case 3 is described as having “ alleged 
contracted pelvis.”” Why not find out and make sure ? 
Out of 64 hospital cases 26 were treated by cesarean 
section, at least 7 of them being multipare; one of 
them had a baby with hydrocephalus and spina bifida 
which survived an hour. Why was there this wholesale 
resort to laparotomy, and why particularly do it for a 
hydrocephalic baby ? As far as it goes, 26 cases without 
a maternal death is satisfactory, but a larger series would 
almost certainly show a mortality higher than that of 
vaginal delivery. Was the classical or the lower segment 
operation used, or both ? 

At Exeter the leaning towards section is obvious; at 
Crediton, eight miles away, where two of the authors 
live, it appears to be otherwise, as none of their cases 
was treated so. At Crediton (see under ‘“ Private 
Practice ’’) some breech presentations were “ deliber- 
ately left,” though the summary tells us that “‘ if breech 
presentation is diagnosed, version should be attempted.”’ 
Though ‘it would be idle to attempt to draw con- 
clusions from a mere hundred cases’”’ we are assured 
that ‘‘ if version fails, cesarean section is the treatment 
of choice,” not only in primipare, but “ especially in 
primiparz or where some degree of pelvic contraction is 
diagnosed.”” Version was apparently attempted in 20 
hospital cases; of these only 11 succeeded, a small 
number. We are not told how many of the cases were 
sent in as emergencies. In the 36 cases from private 
practice, where again we do not know how many were 
emergencies, only 2 attempts at version appear to have 
been made, and both were unsuccessful. 

When breech presentation is diagnosed by the thirty- 
fourth week, it should be possible to turn the great 
majority of the babies, most of them without anzsthesia ; 
some will require anesthesia, and in these there will be 
a foetal mortality from placental separation, well below 
that of breech delivery itself, so that it is worth doing. 
A few will recur, and these can be turned again ; if the 
patient is near term, the membranes may be ‘punc- 
tured immediately after a repeated version to ensure 
vertex labour. In cases where attempts at cephalic 
version have failed, and in cases seen as emergencies in 
labour, caesarean section may be considered if some other 
factor (e.g., contracted — placenta previa, elderly 
primiparity) besides the breech presentation calls for the 
safest method of delivery for the child. But breech 
delivery per vaginam remains the best treatment for 
most cases, and if the obstetrician will take the trouble 
to attain sufficient skill in breech delivery he will be less 
tempted to resort to section, which though easier tech- 
nically kills more mothers; incidentally, he will take 
pride and pleasure in his work. 

Leeds. ANDREW M. CLAYE. 

Str,—I would suggest that the authors of the interest- 
ing article in your issue of March 1 are somewhat unduly 
frightened of breech presentations. Most obstetricians 
would disagree that a cw#sarean operation is the treat- 
ment of choice in all these cases. The crux of the matter 
is of course the cause of the breech. If this cause be a 
contracted pelvis or placenta previa then the causal 
condition needs its appropriate treatment, and the 
presentation, whether vertex or breech, is not the first 
consideration. With uncomplicated breech cases and 
normal-sized pelvis I fancy that most practising mid- 
wives would get a much lower foetal mortality than 
25%. Many babies die as a result of too great anxiety 
on the part of the obstetrician to get them delivered 
quickly. Pushing from above instead of pulling from 
below is a golden rule. 

We expect an absence of maternal mortality in un- 
complicated breech cases, but a small foetal mortality is 
probably unavoidable in primigravide. For this reason 
version should be performed as a routine in all breech 
cases in first pregnancies, the time of election being the 
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34th week, before the foetal head has ascended behind the 
costal margin. If the attempt fails it should be repeated 
with the assistance of an anzsthetic. The latter nearly 
always renders version possible even when the legs are 
extended, and, if undue force is avoided, should not 
entail any risk of separating the placenta. Knack not 
strength is required, and if the fcetal pelvis is first 
disengaged from the brim the child will usually turn 
without much difficulty. 

In the few cases in which version is impossible each 
case must be judged on its merits. In an elderly primi- 
gravida and where the child is urgently desired a 
cesarean section may be justifiable, but the routine 
performance of the operation is strongly to be deprecated. 
A laparotomy can never be devoid of risk, and a young 
woman left with a uterine scar is at a disadvantage with 
regard to future childbearing. 

Kensington, W.8. VIOLET RUSSELL. 


CHEMOTHERAPY OF CEREBROSPINAL FEVER 

Srr,—Dr. Banks’s letter further supports my observa- 
tions that the death-rate from cerebrospinal fever is not 
reduced to the low figure claimed by some workers. 
Dr. Banks states that, during 1940, 17% of the cases 
certified at his hospital had the diagnosis corrected. 
I assume from his letter that the original certification 
remained unaltered and the figure 868 was not a true 
return but a smaller figure by some 17%. Of the 158 
deaths which occurred in London, 152 were at London 
hospitals and these deaths would be correctly diagnosed 
cases ; thus the death-rate from cerebrospinal fever for 
London would be much greater than 18%. If I am to 
deduct Dr. Banks’s 234 verified cases from the corrected 
figure of notifications I should find that the death-rate 
was a real increase and not an apparent reduced one for 
London. 

In Sheffield and a few other provincial cities the 
diagnosis is confirmed or corrected before the official 
notifications are submitted to the Registrar General. 
A number of cases are notified to Lodge Moor Hospital 
as cerebrospinal fever, but these are never certified as 
such to the Registrar General when the diagnosis has 
been corrected. Thus all the cases certified as cerebro- 
spinal fever from Sheffield have been diagnosed and 
confirmed as such. I cannot understand the explanation 
of other factors affecting Dr. Banks’s low death-rate, 
such as the verification by post-mortem. Should the 
pathologist report the actual cause of death, which may 
be different from that on the death certificate, the 
certificate is altered, or the Registrar General is notified 
and the correction stated. 

From Dr. Banks’s paper and reply I come to the 
conclusion that in London some hospitals have the 
highest death-rate, and the Park Hospital the lowest 
rate in the country in the treatment of cerebrospinal fever. 

I should just like to add that in my opinion there are 
no awkward times ina hospital, as a hospital gives 24 hours’ 
service irrespective of time, occasion or conditions. 


Lodge Moor Hospital, Sheffield. J. M. KENNEDY. 


ERGOT IN THE INDUCTION OF LABOUR 
Smr,—The passage on our work with ergot in your 
leading article of Aug. 3 (p. 138) may be misleading. The 
following is our original discussion of the manner in 
which dosage was determined : 

*U.S.P. ergota preparata is defatted and is standardised 
to possess the equivalent of 0-5 mg. of ergotoxine ethane- 
sulphonate in each gramme. If kept dry, the product is 
stable indefinitely. According to Thompson, all of the 
alkaloids in ergot except ergonovine may for practical pur- 
poses be calculated as ergotoxine. The U.8.P. assay then, 
while adequate for all of the other component alkaloids of 
ergot, is inadequate for the determination of the ergonovine 
equivalent content. Theoretical objection to whole ergot for 
oxytocic usage is possible on the grounds that a high ergo- 
toxine equivalent assay may be accompanied by a low ergo- 
novine content or vice versa. However, a number of workers 
have shown that the total alkaloid to ergonovine relationship 
in various samples of whole ergot is from 4 or 5to 1, Whole 
ergot, therefore, may reasonably be expected to contain as 
ergonovine 20 to 25% of the whole alkaloid content. The 
gr. 12 equivalent of the ergot used during these observations 
was actually 165 mg. which, on a basis of the above computa- 
tion, would contain from 0-07 mg. (gr. 1/900) to 0-1 mg. 
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(gr. 1/640) of ergonovine equivalent strength.’’ (Ergonovine 
is the official U.S.P. nomenclature of British ergometrine.) 

We are fully aware that ergot has long since been con- 
sidered a dangerous drug when used antepartum or 
intrapartum. But is this danger due to an innate 
quality of ergot or is it due to the previous faulty methods 
of standardisation and preparation of ergot which 
resulted in a totally indiscriminate dosage? After 
examining many of the old reports which produced the 
dangerous reputation of ergot, we believe it is the latter. 

It will be noted that we use, not gr. 12 of ergot, but 
the 12-grain equivalent of any powdered defatted ergot 
standardised according to the U.S.P. directions after 
extraction by a method which completely exhausts the 
ergot (Thompson 1933). Ergot is admittedly a mixture 
of alkaloids and other substances, but we have the 
authority of a number of workers that the components 
remain in a fairly constant proportion even though the 
total of the mixture may vary greatly in different 
samples of ergot. This constancy of proportion between 
ergotoxine and ergonovine (ergometrine) in any sample 
of ergot permits of a standardisation which is as accurate 
as that accepted for solutions of posterior pituitary 
extract. The latter has been widely used for the induc- 
tion of labour and has been shown to have danger when 
used in toxeemias of pregnancy where induction of labour 
is often urgently needed. In this connexion, although 
the series is very small, we failed to induce labour with 
the method in only one of seventeen cases of late toxemia 
of pregnancy. 

The use of whole ergot in place of the more accurately 
standardised ergonovine (ergometrine) may be ques- 
tioned, but some work (Burn 1935) has shown a probable 
desirable synergism of the various components of the 
whole ergot. Our preliminary report was published 
mainly with the hope of stimulating investigation which 
may lead to revaluation of the use of ergot before and 
during labour, especially now that ergot may be accur- 
ately standardised, reliably prepared, and stored without 
deterioration. CLAUDE J. EHRENBERG, 

Minneapolis, Jan. 22. JoHN A. HAUGEN. 


THINGS TO COME 

Srr,—Dr. Spence’s eleven proposals for medical reform 
are to me quite uninspiring. I write as a junior member 
of the profession, but I feel that I have some claim to 
be heard, as it is obviously with its junior members that 
the future of medicine or any other profession lies. 
Dr. Spence proposes a reduction in the number of 
medical students and therefore in the number of doctors: 
He does not, surely, think there are too many doctors 
in this country at present; and if he considers the 
Empire as a unit he cannot mean that there are too 
many doctors attending the African natives or the 
Indians. To want to prevent all reciprocity with other 
countries seems pure Blimpism. Are the failings of the 
present system in any way due to the arrangements with 
various countries which we had before the war ? 

Abortionists have long been rigorously prosecuted ; 
abortion persists because it is a social problem which can 
only be effectively attacked by improving the social 
conditions. I cannot see why Dr. Spence should wish 
to forbid other people to use contraceptives, or how the 
medical services would be improved if he did. He would 
no doubt be resentful if those who do use contraception 
wished to compel him also to do so. I imagine that he 
wishes for a higher birth-rate; but I believe that the 
birth-rate is governed by economic factors. In Russia, 
for instance, contraception is permitted and taught, but 
there is a rapidly increasing population because the 
factors which make people in this country unwilling to 
have children have been removed. 

For the rest, Dr. Spence’s proposals express worthy 
aims. Disagreement is likely as to how to reach them. 
While I think that reforms in the medical services in this 
country are badly needed, I do not see that Dr. Spence’s 
proposals help. Deficiencies in the medical services 
reflect deficiencies in the social system. I cannot accept 
Dr. Spence’s contention that after this war we must look 
forward “ for a generation or more ”’ to “‘ a lower standard 
of life.””. The good earth can provide all with an increas- 
ingly high standard of life, and like many of my genera- 
tion I question our present system which seems only 
able to offer the majority poverty and insecurity, with 
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recurring wars and unemployment, and the frustration 
and prostitution of science when it would serve humanity. ° 
But I am not defeatist, for I believe that there is a way 
out to a new civilisation when we will be glad to have 
children and offer them a better future than we faced ; 
but the way out is not to be found by making contra- 
ception illegal. ; 

Selsey, Sussex. HOvUSE-PHYSICIAN, 

PREVENTION OF DIABETES 

Sir,—It would appear from Dr. Lawrence’s letter of 
March 1 that while he and I differ as to why we object 
to the prophylactic measures advocated by Haist, 
Campbell and Best, we agree in objecting to the measures 
themselves on the grounds that they are based on such 
inadequate evidence that we (to quote Dr. Lawrence) 
‘. . . hardly feel that the suggestion can be taken 
seriously.”’ It appears also that we would both depre- 
cate the widespread and indiscriminate application of 
starvation and high fats to cases of diabetes mellitus in 
general. Clinical experience in the last decade has now 
accumulated an impressive amount of evidence that a 
more liberal allowance of carbohydrate has had a most 
beneficial effect on many cases of diabetes. It would 
be a pity if such cases were to be subjected, in disregard 
of this clinical evidence, to starvation and high fat diets, 
and it would appear unjustifiable to advocate such a 
step on the basis of certain experimental data, the 
explanation of which is by no means unequivocal. 

Dr. Lawrence, however, makes one overstatement 
which may be misleading: ‘‘ Himsworth believes that 
high carbohydrate diet... prevents the onset of 
diabetes.’”” My last statement on this point reads 
“. . . it is perhaps possible that the long-continued 
ingestion of a low carbohydrate diet may precipitate 
diabetes mellitus’ (Lancet 1939, 2, 175); and that 
more correctly expresses my views. The evidence that 
modifications of diet may influence the development of 
diabetes mellitus is at present insufficient to be of more 
than theoretical interest ; it is certainly not sufficient to 
support the definite prescription in practice of any ab- 
normal dietetic regime for children with diabetic ancestors. 

H. P.. Himsworrs. 

University College Hospital Medical School. 

THE PRACTITIONER’S PLACE IN A.R.P. 

Str,—The scheme outlined below was the outcome of 
discussions by thé practitioners of Hackney who felt 
great dissatisfaction with the war medical services in the 
borough. It was felt that no effort. was being made to 
enlist the services of the majority of practitioners who 
were eager to participate in the war effort. 

The main principle of the scheme is the centralisation 
of the war medical services at the present first-aid posts, 
all the medical services to be carried out by a rota of 
doctors working from the posts. At present we have 
shelter work, rest centres, first-aid posts and mobile 
units, and this list will probably be increased as the war 
proceeds. There is no coérdination between the various 
medical services. Under this scheme all the services and 
any additional ones will operate from the first-aid posts. 
The advantages of this scheme are : 

1. The F.A.P.s are so situated that barely any part of the 
borough is more than half a mile from a post. The borough 
is, for this scheme, divided into 5 areas. 

2. When any medical service is required there will be only 
one point in each area to which the public, shelter marshals, 
wardens, fire service or police need apply for medical aid. 

3. A rota of doctors will serve at these points. In this way 
all the doctors willing to serve will be available, and the work 
will be fairly distributed. 

4. If at any time the work in any branch of the service is 
suddenly increased this can be easily met ; or if all the work 
is increased or diminished the necessary adjustments can 
easily be made. 

5. All the fees accruing from these appointments will be 
divided among the doctors working the scheme. 

We have thus a system which is elastic and allows for 
any likely eventuality. It will provide a better and 
more uniform service for the public and will prevent the 
necessity of making new appointments every time there 
is a change in enemy tactics. 

At each F.A.P. there will be a rota of doctors who wish 
to serve and who live within the area served by the post. 
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We estimate that there should be about ten doctors 
attached to each post. Two doctors will be on duty for 
24 hours and stay at the F.A.P. during the hours of 
blackout. One of these will visit the larger shelters in 
the vicinity at night and stand by for them. The other 
will stand by for emergency calls at the smaller shelters, 
the work being so arranged that the post is never left 
without a doctor at night. During the day both these 
doctors will be on call for the usual F.A.P. duties. The 
doctor doing the larger shelter duties that night will 
notify the post of his whereabouts as soon as an alert is 
sounded. One doctor of each rota will be directly 
responsible to the M.O.H. for the special duties of the 
F.A.P., preference being given to the present holders of 
the post; these duties will include training personnel 
and working the rota. He will receive an additional fee 
for the extra responsibility. The rest centres in the same 
vicinity will be visited during the day by the doctor 
doing smaller shelter duties. 

There will be a separate rota for the mobile unit. 
These men will be responsible for the unit and will have 
no other duties. Preference will be given to the present 
holders of this appointment. 

The financial arrangements of this scheme are based 
on the present rates of pay for the various duties. The 
doctors responsible for the F.A.P.s to the M.O.H. will 
receive an additional £75 a year. The remaining sum 
will be divided equally among the doctors on the rotas. 
We estimate that at the present rate of pay, and allowing 
for ten doctors per post, each doctor will receive about 
£200 a year. A. PHILLIPS, M. B. Jay, 

Meynell Road, E.9. P. J. MURNANE, OC. K. Davin. 


INJURIES TO PERIPHERAL SPINAL NERVES 

Str,—The discussion on this subject in your issue of 
March 8 (p. 312) encourages me to support the view that 
early operation is usually adv isable in the treatment of 
peripheral nerve injuries due to war. During the last 
war the Edinburgh War Hospital, Bangour, was a centre 
for these conditions. I cannot recall a single case in 
which the surgeon could reproach himself for having 
explored a nerve injury. There is nothing to lose and 
everything to gain by early exploration. Out of 500 
nerve operations at Bangour about 50% required 
resection of the lesion. Injury of the posterior tibial 
nerve is apt to be missed. I agree with Mr. Bristow 
that in certain cases of obstinate sciatic nerve lesions 
amputation is advisable. In cases of irreparable 
damage to the peroneal nerve the operation of tenodesis 
gives good results. I have just examined a case done 
over twenty years ago and there is no disability or limp. 
The man is a slater and leads a very active life, climbing 
ladders, going over roofs, and performing heavy work. 
As to the possibility of recovery of function from suture 
of a divided nerve after a long period of delay, I have a 
clear recollection of a case of division of the peroneal 
nerve which recovered completely after suture performed 
eight years following the injury. 

In median and ulnar nerve paralysis it is important to 

pay strict attention to splinting the hand in the physio- 
logical position of grasp—i.e., the position assumed by 
the hand in grasping a tumbler. A very good splint of 
papier- -maché, made from a model of the hand, was used 
by Danforth at Bangour. It is illustrated in ‘‘ The 
Orthopedic Surgery of Injuries” (1921), edited by the 
late Sir Robert Jones. These volumes are most instruc- 
tive regarding the reconstructive measures required in 
military orthopedic surgery. Volume IT has very good 
hapters devoted to peripheral nerve injuries. 

Edinburgh. W. A. COCHRANE. 


ARTIFICIAL SHORTAGE OF DOCTORS 

Srr,—lIs there really a shortage of doctors, or merely 
ialdistribution ? An official of a ministry tells me that 
loctors are now ten a penny. I am an aural and 
:phthalmic surgeon who served in the last war and*am 
ow just over military age. Before the war I filled in 
he usual forms offering my services, and I returned 
ome from abroad just before the war started. In 
8 months of warfare I have been offered a fortnight’s 
cum; otherwise I can find no opportunity to use my 
kill except in my present occupation—seeing a few old 
eople each week at consultant rates. 
Lancashire. 


A Rounp PEG. 
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Any doubts there may be abroad about Britain’s 
resolve to stake all on victory should be dispelled by last 
week’s happenings in Parliament. First there was 
Captain Lyttelton’s far-reaching and almost revolution- 
ary plan for concentrating national production in the 
interests of our war effort. This must be the most daring 
measure which has been laid before the House of Com- 
mons since hostilities began, yet it was accepted in 
principle almost without demur. Members associated 
with individual industries, or with areas where those 
industries are located, will no doubt do their best to see 
that as fair a deal as possible is given to both employers 
and employed in the trades which are designated as 
redundant from the point of view of our war-time 
economy ; but fundamentally the scheme is likely to go 
through unaltered. It is one of the tragic paradoxes of 
this war that we have to adopt many of the hated 
methods of the enemy for the sake of beating him, but at 
Westminster, as elsewhere, there is always the con- 
solation that our totalitarianism is only temporary and 
is freely accepted by a free people determined that it shall 
not become permanent. 

The Navy and Army Estimates came before the House 
of Commons this year in unaccustomed form. But 
everyone realises that the publication of details at this 
time would be dangerous to the national safety. Mem- 
bers have no desire to receive information contrary to the 
public interest, and they are content to know that our 
armed forces are steadily growing in strength and 
efficiency. Mr. Alexander, the First Lord of the 
Admiffilty, made it clear that our fleet is no token fleet, 
nor are our ships phantom ships, though they may be a 
nightmare to our enemies. Never, he said, in the long 
history of the growth of our sea power have we had such 
need of numbers of ships and of men to reinforce our fleet. 
Many more good ships and great numbers of fine men to 
man them, as well as immense quantities of stores of a 
most substantial kind, lie behind the token estimates 
ungrudgingly voted by Parliament. ‘In our solemn 
hour of national testing,’ said Mr. Alexander, “ we find 
the Royal Navy bearing an immense responsibility.’’ 
Today many of our dangers are similar, he added, to 
those which faced us when Napoleon’s legions spread like 
locusts over Europe and his fleets lay off the shores. of 
France. As has been demonstrated by the Army in the 
Middle East, by the R.A.F. over these islands, and by the 
day-to-day exploits of the Royal Navy the spirit is the 
same as ever and the leadership in no way inferior to that 
of the past. 

Captain Margesson received many congratulations on 
his first speech of importance as Secretary of State for 
War. It was a fascinating story he had to tell of the 
building up of our large citizen army—the largest army 
which this country has ever had within its own shores. He 
described how our troops are continually being trained to 
meet any eventuality and lifted the veil of official 
secrecy to tell of a sham battle in which all the re- 
sources of the state were involved, both civil and 
military, for a week. This exercise, he said, was 
directed at meeting our imaginary attack, and every 
preliminary disaster which might conceivably come on us 
was in the exercise given effect. With the threat of 
invasion still hanging over us it was comforting to have 
Captain Margesson’s assurance that notwithstanding the 
fact that there were many landings by sea and air, and the 
effect of continuous air bombardment on our central 
points was a breakdown of many of the lines of com- 
munication, our defence organisations came through 
with great credit. 

It is fully realised, said Captain Margesson, that a 
citizen army such as ours today raises problems of wel- 
fare distinct from anything associated with the regular 
army in peace-time. The work of the 10,000 voluntary 
welfare officers is beyond praise. Perhaps the most 
important work of the welfare organisation is that of 
bringing together the civilian public and the Army. 
It is the War Office’s intention to modify the procedure 
under which the resources of all members of the depend- 
ents’ household are taken into account on lines resem- 
bling those provided in the Determination of Needs Bill. 
In a reference to the responsibility of Army drivers for 
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motor aceidents on the roads Captain Margesson said 
that every means of improving the driving of Army lorries 


and vehicles, and thus lessening accidents, is being 
followed. Army drivers have been warned that they will 
be severely punished if they drive recklessly. But it is 
only fair to remember that during December out of 
1313 deaths due to road accidents only 119 were the 
result of accidents in which Army vehicles were involved, 
and in many of these the Army driver was not to blame. 
The Army understand the food problem perfectly well 
and will accept the cut in their rations without a mur- 
mur. But itis more important than ever to see that the 
best use is made of every bit of food and that none is 
wasted through bad cooking or faulty catering. On the 
whole, Captain Margesson assured the. House, Army 
catering is of a high order. 


QUESTION TIME 


American Offer to British Students 

Prof. A. V. Hriit asked the Minister of Health if he was 
aware that an offer had been received from the Rockefeller 
Foundation in New York to undertake and provide for the 
clinical training and maintenance of selected British medical 
students in a number of medical schools in the United States 
of America and Canada; and if he would arrange for all 
facilities and encouragement to be given for carrying out the 
scheme.—In his reply Mr. E. Brown said that a committee 
has been set up under the chairmanship of the vice-chancellor 
of Manchester University to select the students; that the 
first group will leave for America as soon as possible; and 
that the General Medical Council, the licensing bodies and the 
universities, are all in agreement on the advantages of the 
scheme. 

Distribution of Medical Man-power ® 

Sir Leonarp Lyte asked the Minister whether he was 
aware of the shortage of doctors in rural reception districts 
and what steps were taken to ensure that the younger doctors 
were not called up before the real need begins for their services 
in the Army.—Miss F. HorsBrvues, parliamentary secretary 
to the ministry, replied : The Minister is taking measures in 
conjunction with the Service Ministers and the Secretary of 
State for Scotland on the recommendation of Sir Arthur 
Robinson’s committee designed to reduce to a minimum the 
number of doctors to be called up from private practice. 

In answer to a further question she added that an agree- 
ment had been come to between the Ministry of Health and 
the War Office that these people were not to be called up, and 
a definite scheme was to be arranged to ration doctors both 
for the civilian population and the Army. 


Robinson Committee 

In answer to a question on the formation of this committee, 
Mr. Brown said that he was taking action on its recommenda- 
tions which would shortly be published. The committee sat 
for seven days and heard seventeen witnesses, of whom twelve 
were medical. 

Sir H. Morris-Jones asked if the report would be available 
to members, and Mr. Brown replied that the committee’s 
deliberations were confidential. 


Scientific Food Committee 
Sir Erxnest Granam-LittLe asked the Parliamentary 
Secretary to the Ministry of Food whether there was any 
representative of the dental profession on the Scientific Food 
Committee.—Mr. C. Arrter, Lord Privy Seal, replied: No. 
Dentition is one of the many aspects of the influence of diet 
on health upon which the committee receive the advice of 
physiologists amongst its members, and I do not consider 

that the appointment of an expert is desirable. 


Dietary of British Prisoners of War 


Mr. R. K. Law gave the following as a representative daily 
menu at @ prison camp in Germany : 


MORNING Grammes EVENING Gpammes 

Cotfee ‘ “a 7 Coffee ee od 7 
Sugar st - 15 Sugar sé ée 15 
Honey as — Bread “ .. 300 

MIDDAY Fat i +» 25 
Beef a ie 70 
Fresh beetroot 350 
Potatoes .. 1000 
Flour + nee 10 
Salt oe - 15 
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Claims for Injury 
The Minister of Pensions, in reply to a question, said that 
of the 42,319 claims for injury allowance from civil defence 
volunteers and other civilians recorded up to Feb. 1, 3438 
were rejected and of the 5483 claims for pension, 615 were 
rejected. 


National Health Insurance Benefits 


Mr. Ex.is Smirx asked the Minister of Health if he was 
aware of the extreme urgency of the need to increase the 
benefits payable under the National Health Insurance, and 
Mr. D. J. Lrrrie asked whether, as sick persons drawing the 
small weekly allowance of health-insurance benefit, and 
specially those suffering from chronic illness who were draw- 
ing even a smaller benefit, were facing hardship through lack 
of proper nourishment, he would increase their weekly 
allowance.—Miss HoRsBRUGH replied: The Minister expects 
to be able to make a statement on this subject at an early date. 


Functional Nervous Disease and Compensation 

In reply to a question Sir W. Womerstry said: Com- 
pensation may be paid under the Personal Injuries (Civilians) 
Scheme, where, as a result of enemy action, a person sustains 
concussion of the brain, whether*there is visible injury or not, 
or where a person sustains nervous shock of a commotional 
character associated with blast, burial among debris or some 
similar severe incident. In either case the patient must be 
medically certified as incapable of work. 


Inspection of Military Hospitals 
Captain H. D. R. MARGEsson, replying to a question, said 
that apart from the inspections by representatives of the 
Board of Control of military hospitals which treat mental 
patients, there are no periodical inspections of military hos- 
pitals by health authorities other than those carried out by 
Army authorities. 


Deaths from Diabetes 

Mr. Brown stated that the death-rate from diabetes in 
England and Wales in 1939 was 185 per million persons living, 
and that the approximate death-rate for the first 6 months 
of 1940 was 150 per million persons living. 





Infectious Disease in England and Wales 
WEEK ENDED MARCH 1 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1300 ; whooping-cough, 3248; diphtheria, 1014 ; 
enteric fever, 18; measles (excluding rubella), 15,334 ; 
pneumonia (primary or influenzal), 1647; puerperal 
pyrexia, 147 ; cerebrospinal fever, 400 ; poliomyelitis, 11 ; 
polio-encephalitis, 2 ; encephalitis lethargica, 4; dysen- 
tery, 179; ophthalmia neonatorum, 87. No case of cholera, 
plague or typhus fever was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Feb. 28 was 2022, including : 
scarlet fever, 279 ; diphtheria, 360 ; measles, 598; whooping-cough, 
216; enteritis, 20; chicken-pox, 153; erysipelas,48 ; mumps, 5 ; 
poliomyelitis, 1 ; dysentery, 10 ; cerebrospinal fever, 79 ; puerperal 
sepsis, 12; enteric fevers, 6; german measles, 12; other diseases 
(non-infectious), 153 ; not yet diagnosed, 69. 

Deaths.—In 126 great towns there was no death from 
smallpox or scarlet fever, 1 (0) from enteric fever, 42 (2) 
from whooping-cough, 19 (2) from measles, 41 (1) from 
diphtheria, 40 (2) from diarrhoea and enteritis under 
2 years, and 267 (20) from influenza. The figures in 
parentheses are those for London itself. 

Liverpool and Birmingham each reported 7 deaths from whooping- 
cough and for the same week there were 13 deaths from that disease 
in Glasgow. Birmingham had 13 fatal cases of influenza, Man- 
chester 11, Middlesbrough and Bradford each 9. There were 10 
deaths from diarrhcea and enteritis under 2 years at Birmingham. 
The number of stillbirths notified during the week was 
208 (corresponding to a rate of 39 per thousand total 
births), including 12 in London. 

* 


INCIDENCE OF INFLUENZA 


In the week ended March 1, 267 deaths were ascribed 
to influenza in the great towns, 47 fewer than in the 
revious week. In the county of London the deaths 
ve decreased from 26 to 20. The proportion of total 
deaths coming from the South-Eastern Area remains 
almost the same as last week, 35-5%. 
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Public Health 


From the Annual Reports 


HASTINGS 


Dr. G. R. Bruce’s report is typewritten and curtailed 
but it contains all the information necessary to obtain 
a true picture of the health of the town. The infantile 
mortality was 27, a low record, but the maternal mor- 
tality of 5-9 was high. The only deaths from the old 
group of zymotic diseases were 1 from diphtheria and 
1 from diarrhoea. The incidence of these diseases was 
low, the only points to be noted being 48 cases of 
diphtheria with but 1 death and 9 cases of the enteric 
group with none. The birth-rate was 11 8 and the crude 
death-rate 16 9, giving a natural decrease in population 
of 391. Of the 1128 total deaths 639 were in females. 
The comparability factor for Hastings is 067 which 
reduces the death-rate to 113. The ee in 
mid-1939 was estimated at 64,400 for the birth-rate and 
66,480 for the death-rate. The high crude death-rate 
and high comparability factor tell us that the population 
is overburdened with elderly people and the much higher 
number of female than of male deaths that the weighting 
is mainly by elderly females. The corrected death-rate 
is slightly below the birth-rate, so fertility was sufficient 
to keep the effective population about level in an 
exceptionally healthy year. That the crude death-rate 
is rising, not only in Hastings but in the country as a 
whole, is a corollary to the fall in the birth-rate a life- 
span ago and tells us nothing more than that man is 
mortal and the older he gets the greater is his risk of 
dying. But in many districts there was a slight rise in 
the comparable death-rates in spite of the year being 
exceptionally healthy; this can only mean that the 
comparability factors require recasting. 

At the beginning of the war Hastings was a reception 
area, but since the fall of France it has been in the 
danger zone and has been partly evacuated. In May, 
1939, the annual conference of the Royal Institute of 
Public Health was held there, and among other subjects 
discussed was air-rdid precautions. The town possesses 
extensive underground car parks on the sea front which 
in the opinion of the delegates to the conference should 
make highly satisfactory air-raid shelters. It will be 
interesting to see how they stand the test of war, for 
before the war the opinion was held strongly that in 
town planning and development underground passages 
for tse as car parks in peace and shelters in war should 
be provided. 

ESSEX , 

Dr. William A. Bullough reports that the infantile 
mortality of Essex reached the low level of 36 and the 
stillbirth-rate 32. As the population of the administra- 
tive county is 1,417,900 and its birth-rate last year was 
14-6 these low rates represent a substantial saving of 
potential life. We expected an increase in venereal 

i e as a result of war, but so far as Essex is concerned 
there was no evident increase in 1939. Our only gauge 
of the variation in the incidence of venereal diseases is 
the reports from the clinics, but these give a fairly accurate 

icture of the whole. The increase was expected to 

in before the war started, for what was feared was 
the congregation of young men at aerodromes and 
barracks set down in rural districts which in normal 
circumstances are comparatively free. The returns 
from Essex are reassuring. The total number of people 
who presented themselves for the first time at the 
Essex clinics was 1810, but of these 1068 had not got 
venereal disease ; 180 had syphilis, 557 gonorrhoea and 
5 soft chancre. The small number of gonorrhoea cases 
is the most remarkable but the small number of syphilis 
cases the most satisfactory feature of these returns. 

Of 1075 samples of milk analysed 10 showed addition 
of water and 87 abstraction of fat. This is rather 
unusual, for in most districts addition of water is much 
the most frequent sophistication of milk. London’s 
hunger for cream may be the explanation. During the 
year 430 people were examined under the Mental 
Deficiency Acts, of whom 40 were not certifiable, 268 
were feeble-minded, 92 imbeciles and 30 idiots. Among 
these were 30 mongols of whom 27 were imbeciles. No 
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case was certified as a moral defective. Except in cases 
of encephalitis lethargica, few examiners care to risk a 
diagnosis of moral imbecility (the term used in the act) 
though we all know that many people require guardian- 
ship on grounds of behaviour as well as intelligence. 
The difficulty is that we cannot grade the moral sense 
as we can the intelligence, nor prove that it is deficient 
until it shows itself in errors of conduct. 


BOURNEMOUTH 


In 1939 Bournemouth had a summer holiday season 
theugh the influx of visitors was less than usual and 
the season was abruptly curtailed. Still the number 
of visitors was proportionately as great as the number 
of evacuees sent into any reception area at the beginning 
of the war. Yet the incidence of infectious diseases 
was very low. After the season had come to an end 
Bournemouth was used as a reception area, but the 
numbers received were hardly greater than the normal 
numbers of visitors, so they gave no special problems 
and in his school report Dr. Gordon Smith barely men- 
tions them. Of 80 samples of bulk milk examined for 
tubercle 5 gave positive results on animal inoculation ; 
4 of these were traced to their source and appropriate 
action taken, but the danger from over 6% of samples 
of bulk milk being tuberculous—an average finding- 
should terminate the sale of bulked milk which has not 
been pasteurised. 


WILLESDEN 


Dr. George F. Buchan estimates the population of the 
borough of Willesden at 200,000, though the official 
estimate is nearly 10,000 more. Within living memory 
Willesden has grown from a group of straggling villages 
between a huge railway junction and an equally huge 
cemetery to a great town separated by purely artificial 
boundaries from the other elements of the metropolis. 
At the outbreak of war Willesden was an evacuation 
area and temporarily lost a proportion of its mothers 
and children, so the statistics for 1939 are not truly 
comparable with those of former years. The birth-rate 
was 13-1 against 14-6 in 1938; the death-rate 8-75 
compared with 904, and the infant mortality 54-4. 
The stillbirth-rate was low, 27:7. With the exception 
of whooping-cough, which has been notifiable in 
Willesden for some time, infectious disease was remark- 
ably low in 1939, the most striking fall being in scarlet 
fever, of which only 245 cases were notified. 'Whooping- 
cough notifications were 672, but 1293 cases came to the 
notice of the health department. The true incidence 
would be appreciably higher than the latter figure and 
perhapg nearly three times that revealed by notification. 

Dr. Buchan gives a table of attendances at the 
municipal centres each year since 1913. The grand total 
grew from 299 in that year to 255,962 in 1938. Growth 
was regular and rapid from 1913 to 1920 when the total 
reached 134,355 ; then it shrank to 60,611 in 1924, rose 
to 103,471 in 1927, fell to 98,991 in 1927, and then rose 
again fairly regularly. The falls are most striking in the 
dental department but affect all functions. An explana- 
tion of the fluctuations would be valuable. 

In view of the unkind insinuations made by reception 
areas on the state of cleanliness of evacuated children, 
Dr. Buchan had a cleanliness inspection made by his 
health visitors in the reception area. The result was: 


. percentage of verminous or nitty children, Willesden 


evacuees 91; other evacuees 9-4; native children 9 3. 
A note in the report which will interest older prac- 
titioners is that 45 children with marasmus were treated 
in hospital, of whom only 5 died. The term marasmus 
has tended to become obsolete and the syndrome it 
indicated from being extremely frequent has become 
rare; but when it was common its fatality was very 
high. The reduction of incidence of marasmus coincided 
with that of epidemic diarrhoea, for marasmus was most 
often a result of diarrhoea ; the reduction of its fatality 
is one of the fruits of child welfare. 

In his report, Dr. Buchan gives an interesting disserta- 
tion on the care of foster children (since reprinted in the 
Medical Officer: see Lancet, March 1, p. 302), and a 
memorandum on the provision of houses for tuberculous 
persons, both of which are of considerable importance 
in considering reconstruction after the war. 
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THOMAS ARTHUR ROSS 
M.D. EDIN., F.R.C.P. 

Dr. Ross who died on March 3 was the first director 
of the Cassel Hospital for functional nervous diseases. 
He was a man essentially kind, tolerant and sympathetic, 
to whom nothing human was alien. It was these 
characteristics combined with seventeen years’ experience 
in general practice which made 
him so patient with neurotics 
and so successful in dealing 
with them. 

Born in Edinburgh, the son 
of Thomas Ross, LL.D., an 
architect of that city, Ross 
was educated at the Edinburgh 
Academy and at Edinburgh 
University, where he gradu- 
ated M.B. in 1897 and as one 
of the most distinguished 
students of his year was 
elected senior president of the 
Royal Medical Society of 
Edinburgh. After holding 
resident appointments at the 
Royal Infirmary he went as 

Mindel & Faraday, London ON assistant to Dr. 

Williamson at Ventnor and 
on his death succeeded to the practice. He also became 
physician to the Royal National Hospital for Consump- 
tion. Ross was physician to a nursing-home to which 
many London neurologists sent patients suffering from 
‘ neurasthenia ’’ which Ross treated mainly on Weir 
Mitchell lines, for it was during these years while he 
was working in isolation from others interested in the 
subject that he had begun to study the effect of mind on 
bodily symptoms. Later he was to say that though 
this isolation had disadvantages it had also advantages, 
for the pupil tends to become subservient to the teacher 
and to depend less on the picture provided by the patient 
and more and more on the master’s ideas. In describing 
the development of his technique Ross said that when 
he was young he believed in a condition called nervous 
exhaustion which the Weir Mitchell treatment seemed 
to meet and he was able to help a number of people. 
But as he went on many facts did not seem to be covered 
by that theory and he turned to Dejerine with his con- 
ception of c urrent preoccupations. 

In the last war Dr. Ross left Ventnor and after 
obtaining a commission was employed in the treatment 
of war neuroses at Springfield Hospital. Here he became 
interested in the modern psychological treatment of 
psychoneuroses, and after the war he was appointed 
first medical superintendent of the Cassel Hospital. 
He held this post until his attack of coronary thrombosis 
seven years ago, but he continued in private practice as 
a psychothe rapist in London and during this’ war he 
was attached to the Woodside Hospital. He also gave 
lectures to medical officers in the forces and he was 
engaged in this work when he died from a sudden heart 
attack. 

Ross wrote considerably on his specialty. His best 
known book was “ The Common Neuroses,”’ first pub- 
lished in 1924, which was a practical guide to the every- 
day problems of neurotic illness. His other books were 
an Introduction to Analytical Psychotherapy and an 
Enquiry into Prognosis in the Neuroses, in which he gave 
the after-histories of nearly 1200 patients treated at the 
Cassel Hospital. Ross belonged to no school of psycho- 
therapy and might be described as an eclectic, though 
he had no sympathy with the extreme disciples of Freud 

indeed he once declared he would throw the Freudians 
and semi-Freudians overboard as teachers of students. 
And in 1936 in his presidential address to the section of 
psychiatry of the Royal Society of Medicine he urged 
the profession to show more wisdom before the world 

and to display not the differences but the large body of 
psye hological knowledge about which all were agre ed. 

. A., as his friends called him, was a delightful 
companion, fond of bridge and chess and devoted to 
music. During the last seven years of life he had several 
severe illnesses which he bore with stoicism and he 
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refused to give up or even lessen his work, though he 
knew how precarious his tenure of life was. He was 
twice married. His first wife died during the last war 
and eighteen months ago he married Mrs. Norah Runge, 
a member of the London County Council. By his first 
marriage he had two children, a son who died while a 
student at the London Hospital and a daughter, 
Dr. Jean Durrant, who is also a psychotherapist. 

Sir Farquhar Buzzard writes : The death of T. A. Ross 
creates a gap in our profession impossible to fill and 
means a loss to innumerable patients and friends— 
almost synonymous in his case—who looked to him for 
wisdom and guidance in times of need. For wisdom in 
worldly affairs and an essential sanity of outlook in 
relation to his special branch of medicine were his most 
characteristic attributes. The last war gave Ross his 
opportunity and it is during the 25 years of intimate 
association with his work, both at the Cassel Hospital 
and in private practice, that I learned to appreciate the 
value of the man and of his influence on the development 
of psychological medicine. One wonders now what 
were the chief factors in his success. There. can be 
little doubt that the years he spent in general practice, 
studying intently and critically the flaws and faults of 
human nature, saved him from the snares of too early 
specialism and stimulated his innate gift of sympathy 
and understanding. So, when the chance came of 
devoting his talents to the treatment of men and women 
suffering from nervous ailments, he brought to his task 
a ripe experience of organic disease which never failed 
him in the hour of diagnosis. But, important as was 
this preparatory training, his success, both as a doctor 
and a friend, was due to his personality. Behind 
the screen of a charming gentleness and modesty of 
demeanour, there lay solid moral courage and trans- 
parent honesty of purpose, qualities which even he 
could not disguise by an inimitable and pawky sense of 
humour. Perhaps the latter will linger longest in. our 
memory of a man we all loved and admired, while the 
Cassel Hospital survives as a not unworthy monument 
to a life of faithful and fruitful service. 


CLAUD BUCHANAN TICEHURST 
B.CHIR. CAMB. 

Dr. Augustus R. Ticehurst of St. Leonards-on-Sea 
had three sons who took up medicine; they were also 
interested in birds and two of them were to become noted 
ornithologists. Claud Buchanan, the youngest, who died 
on Feb. 16 at the age of 60, went to Tonbridge School 
with his brothers, and afterwards to St. John’s Callege, 
After taking the natural sciences tripos he 
entered Guy’s Hospital, qualifying M.R.C.S. in 1907 and 
B.Chir. Camb. in the following year. After several house 
appointments at his own and other hospitals he joined 
Dr. H. M. Evans in partnership at Lowestoft, where he 
became assistant surgeon to the North Suffolk Hospital. 
In 1928 he moved to Appledore, within easy reach of his 
brothers in practice at St. Leonards. 

While he was at Cambridge his interest in birds was 
stimulated by Alfred Newton, one of the foremost 
ornithologists of his time. Ticehurst was elected a 
member of the British Ornithologists Union in 1904, and 
from that time on his interest and observation contri- 
buted richly to our knowledge of birds in many parts of 
the world. He published ‘“‘ The Birds of Suffolk,” which 
is accepted as a model, as well as a British Museum 
monograph on willow warblers. From 1931 until the 
end of his life he was editor of the Ibis, the quarterly 
journal of the union. His wide knowledge of migration, 
moults and plumages, climatic variations and distribu- 
tion, and his special knowlege of waders and ducks alone 
would have equipped him for his exacting task, but he 
had, in addition, made a deep study of the birds 
of the Palzarctic and Indo-Burmese regions, and his 
enthusiasm and scientific accuracy helped to increase the 
reputation of an already notable journal. His friend Mr. 
Hugh Whistler writes : The war give Ticehurst his 
great opportunity. In 1917 he obtained a temporary 
commission in the R.A.M.C. and was posted to the station 
hospital at Karachi. On the way out he had opportuni- 
ties of collecting at Sierra Leone and in South Africa and 
also in the neighbourhood of Bombay. He remained at 
Karachi until 1920. Sind is one of the most interesting 
areas in the world for a naturalist and Ticehurst’s 
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official duties were light. He was therefore able to profit 
by the opportunity of making a valuable collection of 
birds and he wrote a paper for the bis on the birds of 
Sind which immediately established his reputation. On 
his way home from Karachi he was lucky enough to be 
detained in Egypt from January to March. The 
materials obtained in India and Africa and work on 
collections made by other hands in Mesopotamia and the 
Persian Gulf as well as field work on the birds of Suffolk, 
kept him busy for the next few years at Lowestoft. In 
1924 I made a trip to Navarre with him and this was the 
forerunner of several other similar expeditions. Together 
we collected in the Pyrénées Orientales in 1926, in Spanish 
Galicia in 1927, in Yugoslavia in 1929, in Eastern Spain 
and the Pityusen group in 1930, in Albania in 1931, in 
Portugal in 1932 and 1934 and our last joint trip was to 
Algeria in 1937. 

** At the time of his death we were engaged together on 
the preparation of a book on the birds of India, Burma 
and Ceylon. He had also gathered up the material for a 
more detailed study on the birds of Burma and several 
lesser works were under preparation. Ornithologists all 
over the world have reason to regret that his untimely 
death has robbed them of the full fruits of forty years 
of deep study and appreciation.” 


JOHN FRANCIS BOURKE 
M.C., L.R.C.P.E.; MAJOR, R.A.M.C. 


Major Bourke was drowned at sea through enemy action 
during January. He was born at Woolwich in 1887, the 
son of Lieut-Colonel Ulick Bourke, R.A.M.C., and he spent 
his early childhood in India. He was educated at St. 

- Edmund’s College, Ware, and 
received his medical training 
at the Royal Infirmary, 
Glasgow, qualifying in 1913. 
In 1907 he had received a 
commission with the Camero- 
nians and on the outbreak of 
war in 1914 he was mobilised 
at once, and he served for a 
year with his regiment before 
transferring to the R.A.M.C. 
with the rank of captain. He 
saw service in France, south- 
ern Russia and the Balkans 
—he was wounded at Salonika 
—and in 1917 he was awarded 
the M.C. After the war he 
decided to make the army his 
eareer and in 1927 he was 
promoted*major. At that time he was serving in India 
and there, apart from a visit to China, he remained until 
1939. When this war broke out he was home on leave 
and he reverted to the home establishment as officer 
commanding a divisional field ambulance with the acting 
rank of lieut.-colonel. Last year when he was invalided 
out he took a job as ship’s surgeon. 


Medical News é 


University of London 


Dr. J. H. Gray has been appointed to the university chair of 
anatomy at St. Mary’s Hospital medical school. 

Dr. Gray was born in 1909 and educated in South Australia. He 
obtained his M.B. at the University of Adelaide in 1932 and pro- 
ceeded to the M.D. degree in 1939. After qualification he accom- 
panied four University expeditions to Central Australia as physical 
anthropologist, and on his return to Adelaide was appointed demon- 
strator in anatomy at the university in 1934. The following year 
he came to England where he held a cancer research fellowship at 
St. Bartholomew’s Hospital and acted as hon. demonstrator in 
anatomy. He went to University College, London, in 1936 as 
demonstrator in anatomy and in 1937,was appointed senior demon- 
strator. Since the death of Professor Woollard at the beginning of 
1939 Dr. Gray has had full charge of the primary fellowship class in 
anatomy and during last session he was acting head of the Cardiff 
division of the department of anatomy. 


The title of professor of dental surgery has been conferred 
on Dr. E. C. Sprawson, in respect of the post he holds at the 
London Hospital medical college. 

A board of studies in pathology has been instituted within 
the purview of the faculty of medicine. 

The Chester Beatty scholarship has been awarded to Dr. 
T. A. Watson, and the William Julius Mickle fellowship to 
Mr. C. 8. Hallpike. 
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University of Oxford 

On March 1 the following degrees were conferred :— 

D.M.—R. N. B. Cridland and N. L. Rusby. 

B.M.—J. C. Pease, J. B. Wilkinson, R. B. Buzzard, and J. J. 
Pritchard. 

Schorstein, research fellowship—an appointment will be 
made to this fellowship in June. It is of the value of £300 
and is tenable for one year in any medical department or 
institute at Oxford. Candidates must be graduates of the 
university, under 35 on Oct. 1, and hold a medical qualification. 
University of Cambridge 

In a recent examination for the degree of M.Chir. the 
following have been successful: G. Blackburn, R. C. F. 
Catterall, J. S. Ellis, and C. G. Rob. 

The Raymond Horton-Smith prize for 1939-40 has been 
awarded to Dr. O. A. Trowell. Dr. G. I. Watson was next 
in order of merit. 

National University of Ireland 

The degree of M.D. has been granted to Dr. K. O’Donovan 
(University College, Dublin). 

Mr. Patrick Kiely has been appointed to the chair of surgery 
at University College, Cork. 


The Biochemical Society will meet at 2 P.m. on Friday, 
March 21, at University College Hospital medical school. 
London, W.C.1. 

Prof. Geoffrey Jefferson and Mr. A. Tudor Edwards have 
been appointed honorary consultants to the Ministry of 
Pensions. 


The Royal Naval Volunteer Reserve Officers’ decoration 
has been awarded to Surgeon Lieut.-Commander G. H. 
Cameron, M.B. Sydney, R.A.N.R. 

The George medal has been awarded to Dr. O. M. Holden, 
medical officer of health for Croydon. 

The trustees of the Bernhard Baron Charities Fund have 
sent the final instalment of £2000 towards their gift of £10,000 
for a new maternity wing at the Royal Northern Hospital, 
Holloway. The building has had to be postponed until after 
the war. 


Dr. G. Clark Trotter, medical officer of health for Islington, 
has been presented on his retirement with a universal electric 
wireless set by the staff of the public-health department. 
Dr. Clark, who has served the borough for 20 years, was a 
pioneer in the campaign against adulterated milk and in the 
maintenance of-a standard of purity for foodstuffs in general. 


At a meeting of the Association of Industrial Medical 
Officers to be held on Saturday, March 22, at 3.45 p.m. at the 
Engineers’ Club, Manchester, Dr. 8. A. Henry will speak on 
toxic substances.in industry. Dr. M. W. Goldblatt will 
discuss the hazards of the chemical industry, Dr. A. J. Amor 
those of the welding industry, and Dr. A. L. Leigh Silver 
various health problems in filling factories. 


At a meeting of the section of medicine of the Royal Society 
of Medicine on Tuesday, March 25, at 2 p.m., Colonel H. L. 
Tidy, Dr. Charles Newman, and Major J. G. Scadding will 
open a discussion on dyspepsia in the forces. At 2.30 P.M. 
on the same day there will be a discussion on effort syndrome 
at the section of psychiatry. On March 27 at the section 
of urology at 2.30 p.m., Mr. G. E. Neligan is to open a dis- 
cussion on personal experience of injuries to the genito- 
urinary tract. 


The Gifford Edmonds prize in ophthalmology of £100 
is awarded every two years by the Royal London 
Ophthalmic Hospital for the best essay on a subject dealing 
with ophthalmology and involving original. work. The 
subject for the next essay is the intra-ocular foreign body and 
essays should be submitted not later than Dec. 31, 1942, or 
within twelve months of the cessation of hostilities, whichever 
be the later date. Further particulars may be had from the 
secretary of the hospital, City Road, London, E.C.1. 


When one of the corporation health department clinics was 
damaged in a recent air-raid on Cardiff, immunisation and 
other work was carried on in two mobile units stationed close 
to the wrecked building. Two mobile units, similar to those 
used by the A.R.P. casualty services, were brought into 
commission. One was used as a waiting-room and the other 
for immunisation, and people who had appointments fixed for 
the morning after the attack, including many children due 
for immunisation against diphtheria, were successfully dealt 
with in this way. 
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Notes, Comments and Abstracts 


THE MIDDLE CASE 
AN UNSOLVED PROBLEM IN TUBERCULOSIS 


By the late Sir PENDRILL VARRIER-JONES 
FOUNDER AND DIRECTOR OF PAPWORTH VILLAGE SETTLEMENT 


FrRoM time to time medical superintendents of sana- 
toria bewail the fact that the cases sent to them for 
treatment are so far advanced that arrest is out of the 
question; and they point out—quite rightly—that 
sanatoria were not designed to treat such cases. Such 
was the cry some years ago, and to a certain extent it 
continues to-day. In the earlier days of sanatorium 
treatment for the working classes endeavours were made 
to restrict admissions to the so-called early case. Other 
cases, beyond a certain standard of clinical findings, were 
excluded from admission. This attitude called forth 
strenuous criticism at the time from E. W. Hope of 
Liverpool, James Niven, and myself. Professor Hope 
wrote : 


‘** What, for example, could be said in support of a municipal 
hospital intended for typhoid fever or smallpox which refused 
to accept any but those cases which were slight, and were 
unlikely to add to the mortality statistics of the hospital ? 
After all, the sanatorium must be regarded as a link in the 
chain of sanitation. Its usefulness must not be cramped by 
exclusion of the very patients who most need care and 
attention, In the term * sanatorium benefit,’ as employed in 
the Insurance Acts, there were included dispensary treatment 
and domiciliary treatment, and grants of extra nourishment. 
All of those measures failed, however, in much the same 
way that they would fail if applied to any other form of 
communicable disease which fell short of dealing effectively 
with the centre of infection.” 


To a large extent this state of affairs has been remedied, 
but the — adaptation of the sanatorium to meet the 
needs of more advanced cases has been a patchwork 
business, and it still remains a matter for regret that 
further steps in the right direction are not taken. 


WHAT IS THE RIGHT DIRECTION ? 


In the first place we must recognise that county areas 
are too small to provide an efficient unit for the complete 
treatment of cases of tuberculosis; that the burden of 
expense on a small county is out of all proportion to its 
resourees ; and that, instead of an efficient unit to deal 
with all types of cases, in existing circumstances only a 
few can have satisfactory treatment, and none can have 
any hope of rehabilitation. The early cases are so few 
that, as Noel Bardswell so often said, not one third of the 
beds of any of our sanatoria would be occupied if 
admissions were limited to such cases alone. (What a 
confession !) What happens to the remaining two thirds ? 
These beds are filled with advanced and moderately 
advanced cases, who stay in for a short time and then 
return home, utterly disappointed, to spread the disease 
in their own homes—and at the present time in air-raid 
shelters as well. They go home because they see that 
the treatment they receive leads them nowhere. They 
are exposed to damp and wet. If they were in fact only 
early cases, cold would not matter. But they are not. 
They require sheltered conditions to enable them to feel 
comfortable, and unless they are ‘‘ comfortable ”’ (in the 
sense that the word is used by the working men) they 
will not stay. The atmosphere of depressing routine, 
without as much as a glimpse of hope for the future, is 
hardly one which encourages a man or a woman to per- 
severe with treatment. What future indeed is there for 
such a case? Too often institutions, entirely devoid of 
early hopeful cases, take on the quality of homes for the 
dying, and—sooner rather than later—patiénts depart. 
Some time ago a member of the Liverpool public health 
committee protested against further classification and 
segregation. Some years ago he said, Dr. Hope appro- 
priated a particular hospital for advanced tuberculous 
cases and within six weeks the poor people of the city 
declined to have anything to do with it. 
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INFECTIVITY AND PERSONAL LIBERTY 


Now if we cannot hope to cure the vast majority of 
notified cases of tuberculosis—because they are not 
notified until the disease is too far advanced for arrest— 
can we possibly prevent such cases from infecting other 
members of the community ? As long as we hold that 
personal liberty is one of our most precious possessions, 
even if that liberty means the spreading of a cruel and 
deadly disease to our relatives and neighbours, we must, 
as part of the price we pay for that liberty, look round for 
ways and means of overcoming its disastrous effects. 
When we segregate cases of tuberculosis we do two things : 
we take away the liberty of the subject and at the same 
time, unless we give him renewed hope, we demoralise 
him. With the disappearance of hope this demoralisa- 
tion affects both the patient and those around him, The 
problem to be solved is to prevent the scattering of the 
tubercle bacilli, not to deprive the patient of liberty and 
hope. The two things can, and must, be distinguished 
and separated. The complete destruction of the liberty 
of the subject need not take place, yet control of his 
infectivity can be nearly complete. 

In order to accomplish this we must realise that unless 
the case of tuberculosis is an advanced one, it is not 
continuously infectious. We are apt to lump together 
all cases of moderately advanced tuberculosis as equally 
infectious, which is by no means the case, and we must 
remember that radiographic findings are no guide to the 
infectivity or otherwise of the person concerned. I have 
used the word person advisedly, for in our present search 
for the solution of a pressing sy wa we are dealing with 
persons, not cases, and with this firmly fixed in our minds 
we shall be more likely to find a solution. We, as medical 
men, are as a result of our training too inclined to look 
upon men and women simply as patients or cases, and 
here we make a profound mistake, for the term 
or case is apt to leaye in our minds the picture of an 
erganism whose welfare on entirely u our 
medical outlook, which is all too often ting iby our 
pathological training and divoreed from social and 
economic considerations. In reality, these considera- 
tions should often have first place in our minds and the 
medical picture the second. 


THE SOCIO-ECONOMIC ANGLE 


The problem of the middle case has in the past been 
looked at entirely from a purely medical angle. We 
examine the chest, and are horrified to hear such a 
multitude of sounds. We take an X-ray film and are 
filled with wonder at the complications of nodes and 
shadows, not sufficiently realising that what we are gazing 
at is the picture of past battles, filled-in trenches, 
exploded mine-craters and the like. What we imagine 
we see, but do not, is the adyancing army of disease. 
We do not see it because such a thin red line produces no 
substance which throws an X-ray shadow and we are left 
in wonderment (and often bewilderment) that a man with 
such scars of battle can carry on at all. Too often we 
prescribe rest—and our troubles, and those of our 
patient, begin. 

If we had viewed the matter from an angie other than 
the purely clinical we should have enquired. as to the 
man’s job, his mental attitude to it, and his prospects of 
making his job fit his physical condition. here is no 
need, in the majority of such people, to take away their 
liberty and put them to bed. We want further informa- 
tion before we contemplate pronouncing such a sentence. 
We want to know—and we must in all haste perfect our 
means of finding out—the margin of safety between the 
resisting tissues and the advancing red line. There is 
only one thing which prevents that red line from advanc- 
ing at a rapid rate, and that is the defensive mechanism 
operated by the organism as a whole. The whole point 
of our examination is missed if we cannot estimate this. 
When estimated, the problem is to maintain equilibrium. 
Will equilibrium be maintained by forcing the man to 
lower his resistance either by undertaking unsuitable 
work in an unsuitable environment, or by doing no work 
in an equally unsuitable environment, namely, the 
depressing atmosphere of bed in an institution for 
advanced cases and for the dying ? Ofcourse not. We 
have interpreted the X-ray film wrongly. Instead of 
using it as an index of equilibrium (which as a rule is 
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impossible) we have used it as a picture of the present 
battle, whereas it is but the shadow of past conflicts. 
We require an index of the present’ conflict—of toxemia 
and its presence or otherwise—and on that basis only 
should we assess the degree of advancedness of the 
disease. If we look at the picture of the moderately 
advanced case from this angle, it is more likely that we 
shall arrive at a right conclusion. Even if we do not do 
this, we shall expose the errors of the past; and if they 
are exposed they can be got rid of and the ground cleared 
for further experiments and action. 


EVIL OF HOSPITALISATION 


It is an error, then, to hospitalise persons classified by 
X ray as ‘‘ moderately advanced” if their working 
capacity in ordinary conditions is only slightly impaired. 
It may be equally wrong, too, even if that capacity, in 
those conditions, is apparently quite seriously impaired ; 
because the degree of impairment, serious in the outside 
world, may prove to be only slight in an environment 
wherein the necessary adjustments have been made. It 
is wrong because the man becomes a misfit. He is not in 
need of hospital treatment. We know that; but in our 
minds we have the idea that the hospital is the only place 
where segregation can be carried out and where we 
think infectioncan be controlled. But is it? For 
the majority of cases this may be so; but if so it is only 
because we have not used our imagination to produce 
an alternative and far more acceptable solution. 

It is often said that the chronic middle case of tuber- 
culosis is a problem mainly because it is too expensive a 
proposition for a hospital or sanatorium bed ; and at the 
same time it is claimed that the village settlement cannot 
offer a solution because of an alleged unwillingness (a) to 
work and (6) to accept the degree of control essential in 
any well-ordered community. There are, of course, 
those who under no circumstances will accept any 
restrictions whatsoever, but they are, I am convinced, 
a minority. We, as medical men, must accept a good 
deal of the blame for producing the unemployable con- 
sumptive. We have a responsibility towards the man 
which we ought to discharge, since his mental condition 
is largely of our own making. He has been provided 
only with sanatorium treatment. We knew, when we 
accepted him for such treatment, that no “ cure ’’ could 
be expected ; but we insisted on keeping him immobil- 
ised for months, in some cases for years, during which 
time he was thoroughly instructed in how to avoid 
exertion, intimidated by the blessed phrase “ safety 
first ’’ (now mercifully discarded on more fronts than one) 
and frightened by descriptions of the morbid anatomy of 
the lungs. He looked around him and found many 
others in like parlous state. The conversation of such 
men centres round their illness, and they soon determine 
that there is nothing to be done but to accept as,.much 
rest as possible. They are convinced that if they are to 
avoid fatigue (as the doctor insists) idleness must be 
their portion for the rest of their lives. 


HOW IT SHOULD BE AVOIDED 


There are a few healthy minded who revolt against all 
this. They insist on their discharge ; and on looking up 
such case-histories we are surprised at the wonderful 
** recoveries ’’ they make. Others of course become so 
demoralised that nothing but frequent terms of treat- 
ment, alternating with holiday periods either at home 
or in a convalescent home, will satisfy them. (We find 
that such cases often cost their respective councils 
£1000 each before they arrive at Papworth.) We, asa 

rofession, are responsible for this wreckage if we do not 
insist that present provision for such cases is grossly 
inadequate and out of accord with the spirit of the times. 
We have no right to contrive the demoralisation of these 
people. We have no right to tax the healthy to provide 
tuberculosis treatment and then let loose upon them 
large numbers of “ positive cases ’’ to infect them when 
be are striving to pay their way and to contribute 
their rates and taxes to keep the country going; and 
there is no need that this should be the case. 

The treatment in our sanatoria should be such as at all 
costs to prevent demoralisation from setting in, and this 
applies equally to the treatment of soldiers in our 
civilian hospitals. This demoralisation can be avoided 
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by the provision of the opportunity to work and to earn 
wages. Once a man knows that he is not useless, and 
that he need not be shunned by his fellows, self-respect 
takes the place of a broken morale, and new hope produces 
the energy required for making a new start. The funda- ~ 
mental reform most needed in our sanatoria is, first, to 
instil a new moral outlook into the patients. No such 
outlook will, however, be lasting in the absence of a 
concrete proposition making available an opportunity of 
re-entry into industry. That industry may have to be 
of a special nature, and conducted in a special environ- 
ment. Here again the greatest danger to be avoided is 
that of demoralisation, and every effort should be made 
to see that purposeful work is done on as business-like a 
footing as possible. 


PLAYING AT A TRADE 


Occupational therapy may be suitable in certain 
instances, but let us remember that our aim is to make 
our patient a wage-earner. It is not to employ salary- 
earners, neither is it to give advice which it is difficult or 
impossible for a wage-earner to follow. Playing at a 
trade is not learning a trade. What is needed is to 
enable the patient to become a genuine wage-earner. 
Only thus is he benefited at the same time as the com- 
munity. While occupational therapy may sometimes 
have therapeutic value, even that value can be greatly 
enhanced if the crafts taught are closely related to trades 
which have a definite wage-earning potentiality for the 

tient. We must remember, too, that training for 

lind-alley occupations is a snare. So, as a rule, are 
one-man businesses. Only very exceptionally can a 
man who is in any way disabled manage the financial 
and technical side of a business in which he hopes to 
earn his living. Disaster follows. Here is a typical 
instance from the last war : 


‘* The institution gives instruction in market gardening . . . 
includes bee-keeping, poultry farming and pig rearing.” An 
ambitious programme; yet where is the man, after this 
training, to find the capital sufficient to establish the business ? 
Then again ‘“‘ The second course trains men in ‘ light farm- 
ing’ ”’ (an occupation unknown in the agricultural world) ; 
but it confesses that, although the dairy work of the farm has 
to be done by healthy workers, yet ‘“‘ most of the rest of the 
work, such as hay-making, digging, hoeing and weeding, can 
be undertaken by convalescents.’”’ What man will get work 
on a farm if he seeks to pick and choose his job ? What wage 
is he likely to get for part-time work, and as a mere “ trainee,” 
when often enough, in times of peace, skilled agricultural 
workers receive little more than 25s. for a full week’s work ? 
The truth is that the “ light job in the open air” is a myth, 
and its advocates are false prophets. : 


For the majority of cases the position was fairly summed 
up, some years ago, by an official of one of the ministries, 
who described it as ‘‘ the blessed state of infinity of 
training.’”” This masquerade is not altogether the fault 
of the patient. If a man sees that the system is obvi- 
ously wrong, so wrong that its futility is ae to the 
meanest intelligence, can we blame him if he takes full 
advantage of the “‘ blessed infinity of training ” and goes 
from one training colony to another; “ learning ’’ for 
six months, and then, when that period comes to an end, 
making application for and being sent by another tuber- 
culosis officer to another colony for a further period of 
training in some quite different occupation ? 


TRAINING COLONIES TRIED OUT 


The training colonies set up after the last war merci- 
fully came to an end and I have never had cause to revise 
or qualify the conclusion arrived at by Clifford Allbutt 
and myself: ‘‘ One has only to make a tour of various 
institutions—the so-called training colonies—to be 
convinced that the training given is of little worth to 
enable the pensioner to earn his living once more”’ 
(Lancet, 1923, 2,912). I sincerely hope that the disas- 
trous and costly experiment of training colonies will not 
be repeated after this war, and that the lessons learned 
will ensure that schemes for the re-employment of ex- 
Service men shall be run on practical business lines and 
not on those of state-aided charity. We ought to have 
learned a t deal from our experiences in treatment 
and training from 1918 onwards ; but there is a tendency 
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even to-day to ignore those lessons and to take a super- 
ficial view of the whole vast problem. 

It is of little use—indeed, as the results of the period 
following the last war have proved, it is worse than use- 
less—to join so-called training colonies on to existing 
sanatoria. The medical officers are not trained in the 
special task of fitting their patients to jobs. The 
patients themselves, seeing their hesitations, take their 
cue and either obstruct or play at make-believe. At the 
end of it, all are in a worse state than at first as far as 
being able to earn a living is concerned. 

Let there be centres where the whole medical, economic 
and, social treatment is understood and pursued by a 
specially trained staff ; and I have no doubt but that the 
results will be of the highest value to the individual and 
to the state. 


WHOLEMEAL ENTHUSIASM 

Ir will be news to some of us that there has existed in 
this country since 1908 a society, The Food Education 
Society, whose main object seems to be the conversion 
of the British public to exclusive use of wholemeal 
bread. Its founder, Miss May Yates, died nearly three 
years ago at the age of 88, and a little book (Bread in 
Peace and War. Food Education Society. Pp. 76. 
2s. 6d.) has been dedicated to her memory by her fellow 
Mancunian, the editor, “ in confident anticipation of the 
early triumph of the cause to which her life was devoted.”’ 
It is extraordinary that such a cause should call out so 
much devotion, so much expenditure of time, money and 
energy. For the knowledge on which the campaign is 
hased must largely be esoteric or intuitional ; some basic 
facts have certainly not been worked out yet in experi- 
mental laboratories. We do not know whether the 
small amount of calcium in wholemeal bread is available 
to the body and there is evidence that the phytates in 
such a wholemeal cereal as oatmeal depress the absorp- 
tion of calcium.’ May it not prove so with wholemeal 
bread ? Moreover, the purgative effects of wholemeal 
in themselves may militate against an absorption of 
calcium. At a time when the intake of calcium is likely 
to be lowered. owing to the high price of milk and the 
difficulty of obtaining cheese it seems wrong, in the 
absence of evidence against these possibilities, to force 
a wholemeal loaf on a not wholly willing people. We 
may grant that wholemeal bread contains more vitamins 
of class B, more iron and a minute amount extra of better 
class proteins than white bread, but it is still uncertain 
whether these advantages outweigh its probable anti- 
calcifying effect. Should this effect be confirmed it is 
the wholemeal loaf which should be fortified with 
calcium. The Food Education Society’s work is a 
* miscellaneous collection of reports of four conferences 
on whole-wheat bread, extracts from Hansard, articles 
in the press, both lay and medical, letters to the press 
and memorials with an elaborate garnishing of footnotes 
which may prove useful to the trained research worker 
but misleading to the lay public. The society apparently 
believes that wheat grown on artificial manures is deficient 
in vitamins, that whole grain contains electrical energy, 
that soda used in Scottish baking destroys the vitamin C 
in flour, and that the consumption of white flour causes 
cancer, diabetes and dental caries. 


HEART DISEASE IN YOUNG ADULTS 


ALL new students at the University of Wisconsin are 
given a complete physical examination, and where there 
is any history of rheumatism or suspicion of heart disease 
clinical examination is supplemented by electrocardio- 
graphy and radiography. Of the 28,000 students exa- 
mined in 1931-39 about two-thirds were men, and Prof. 
L. W. Cole (Amer. J. med. Sci. February, 1941, p. 197) 
reports that heart disease was found in 0-8% of them 
compared with 1:5% of the women. There were only 8 
eases of congenital heart disease and 11 of disorders of 
rhythm other than sinus arrhythmia. In the students 
with heart disease the mitral valve was involved in 91% 
(regurgitation 75%, stenosis 40%) and the aortic in 15% 
(regurgitation 14%, stenosis 1-7%); pericardial changes 
were present in 5-8 and cardiac hypertrophy in 32%. 
There were 2 cases of pulmonary stenosis but none of 
tricuspid disease. 

1. Harrison, D. C. and Mellanby 


, E. Biochem. J. 1939, 33, 1660. 
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Appointments 


APPLETON, S. K., M.D. Manc., D.P.H, D.T.M.: M.O.H. for the 
urban districts of Newton-le-Willows and Golbourne. 

BaARFORD, J. L., M.R.C.8S., D.P.M.: temp. asst. M.O. for Poplar. 

Dick, Nancy, M.B. Lond. : deputy medical superintendent at the 
South Middlesex Fever Hospital, Isleworth. 


HARVEY, FREDERICK, M.R.C.S., D.P.H.: asst. M.O.H. for Bury. 

LAMBE, G. I., M.B. Belf. D.P.H examining factory surgeon for 
Darlaston, Staffs. 

LANDON, G. 8., examining We story surgeon for Lewisham. 

SAUNDERS, Mary A., M.R.C.S.: asst. M.O. at Epsom County 
Hospital. 

WRIDE, Fanny, M.B. Lond., D.P.M.: temp. asst. M.O. for Morton. 


Births, ‘Marriages a Deaths 


BIRTHS 
BINGHAM. on we 6, at Chalfont St. Peter, Bucks, the wife of 
Capt. W. Bingham, R.A.M.C,—a« son. 


on Mare h 2, the wife of Lieutenant D. M. 
1.0. a daughter. 
KAaHan.—On Feb. 28, to Dr. Nest Kahan, 
Kahan—a daughter. 
MALONE-LEE.—On March 4, at Fulmer Chase, 
Lieutenant Gerard Malone-Lee, R.A.M.C 


GAIRDNER. T. Gairdner, 
R.A. 
wife of Dr. Alexander 


Bucks, 
a son. 


the wife of 


MORLET.—-On March 4, at Camperdown, Australia, the wife of 
Dr. Jack Morlet—a son. 
OLLERENSHAW.—-On March 8, the wife of Major R. G. W. Olleren- 


shaw, R.A.M.C.—a son. 
-On Feb. 21, the wife of Dr. H. C. O'Rourke, of 
Greenford, Middlesex——a daughter. 
Sarnt.—On March 11, at Windsor, the wife of Dr. 
daughter. 
TRAV re —On March 7, at Sutton, 
H,. Travers, R.A.M.C. 


O’ ROURKE. 


Paul Saint—a 
Surrey, 
a daughter. 


MARRIAGE 


—On March 3, at Kidderminster, Alfred A. 
to Violet H. Hindle-Baker. 


to the wife of Captain 


CARR-—HINDLE-BAKER. 
Carr, M.R.C.S8., 


DEATHS 

Bury.—On March 9, at Leamington Spa, Reginald Frederick 
Bury, M.R.C.S., aged 76. 

ELLIson.—In March, through enemy action, Goonpe]Eiettherindes 
Ellison, L.M.S.S.A., of Pembridge V illas, W. 

HALsTep.—On March 5, at Hemel Raesene, Vieaward Alexander 
Michaelis Halsted, M.B. Camb., T.D.D., aged 31. 

Kapapia.—On March 10, Shaporji Aspaniarji Kapadia, M.D. 


Brux., L.R.C.P.E., barrister-at-law, aged 83. 
WaALLER.—On March 3, at Silverton, Devon, 


Harold William 
Leslie Waller, M.B. Lpool, D.T.M. 


At a meeting of the Socialist Medical Association of Great 
Britain on Feb. 22, Dr. Stark-Murray outlined an approach to 
socialised medicine, which was the result of years of work by 
the association. He pointed out that nationalisation did not 
necessarily mean socialism as events in Europe had shown. 
The socialisation of medicine might well anticipate that of the 
whole state. The medical service would be organised in local 
health units which must be intensely democratic. Every 
patient must have a home-doctor service, a health centre and a 
hospital service. The service must be free for all. Doctors 
must have regular hours of duty and leisure and that security 
of living standards which will be given by a full-time salaried 
service. An organised service would cost no more than is at 
present expended on medicine—i.e., 140 million pounds per 
annum—allowing 7 million pounds for research. 


The Medical Society of the County of Kings and Academy 
of Medicine of Brooklyn have compiled a list of the publica- 
tions in their library which deal with military, naval and 
aviation medicine. The list appeared in the December issue 
of the Bulletin of the Medical Library Association and reprints 
may be had from the librarian of the society, 1313 Bedford 
Avenue, Brooklyn, New York. 
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